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Hospital readmissions
penalties now in Sth year

Some question whether hospitals
should be held accountable for readmissions

By Larry Beresford

ith the Hospital Readmissions
WReduction Program (HRRP) in
its 5th year, what has been the
impact on hospitals and on hospitalists?
First, a lot of penalties have been paid
by hospitals. According to an analysis by
Kaiser Health News,! the Centers for
Medicare & Medicaid Services will with-
hold $528 million from 2,597 hospitals
in the current fiscal year, Oct. 1, 2016,
to Sept. 30, 2017, for readmissions for
six diagnoses that occurred between July
2012 and June 2015. The number of
penalized hospitals is down slightly from
2,665 the year before, but the total annual
withheld will go up by $108 million.
HRRP exacts Medicare payment
penalties from hospitals that have
rates of readmissions — within 30 days
of discharge — that are higher than
expected, based on national rates and the
health of their patient population. The
maximum penalty is now up to 3% of a
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How
hospitalists
can help
reduce
readmissions

Target discharge
interventions for patients at
high risk of readmission

By Karen Appold

ospital readmissions are frequent,
H harmful, and costly. Consider
the fact that 18% of Medicare
patients can expect to be readmitted
within 30 days at a cost of more than
$17 billion.! Recent changes in health
care policy aimed at reducing readmis-
sion have substantially increased atten-
tion to this major health care issue.?
The Affordable Care Act has
mandated that the Centers for Medi-
care & Medicaid Services reduce
payment to hospitals with higher-
than-expected 30-day readmissions,
with its Hospital Readmissions Reduc-
tion Program. This has driven rapid
growth in the study of patients rehos-
pitalized within 30 days of discharge.’
So what are some strategies that have
either been proven to reduce readmis-
sions or show promise in doing so?

An ounce of prevention

In studying inpatient and outpatient
physicians’ perspectives regarding
factors contributing to readmission,?
Shoshana Herzig, MD, MPH, assis-
tant professor of medicine, Harvard
Medical School, Boston, and director
of hospital medicine research, Beth
Israel Deaconess Medical Center and
Harvard Medical School, Boston, and
her colleagues identified some poten-
tial preventive strategies.

The most commonly endorsed strat-
egy to prevent readmissions by both
primary care physicians and hospi-
talists surveyed involved improving
self-management plans at discharge.
“This refers to actions such as provid-

CONTINUED ON PAGE 20
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HOSPITALIST
MOVERS AND SHAKERS

By Matt Pesyna

Robert Harrington, MD, SFHM, recently
was tabbed as chief medical officer of
SurveyVitals, a health care analytics
company specializing in digital patient-
experience surveys.
Dr. Harrington has
20 years’ experience,
including CMO roles
with Reliant Post—
Acute Care Solutions
and Locum Leaders,
a hospitalist staffing
firm.

With SurveyVitals,
Dr. Harrington will
focus on client needs as the company seeks
new ways to help patients provide feedback
to providers. He also will support and direct
the development of new features for Survey-
Vitals.

Dr. Harrington is a senior fellow in
Hospital Medicine and is past president and
member of the board of directors with the
Society of Hospital Medicine.

Dr. Harrington

David Northington, DO, has been named
the new chief medical officer at Stone
County Hospital in Wiggins, Miss. The
former hospitalist comes to Stone County
after working as chief of staff and chief
medical information officer at Memo-
rial Hospital in Gulfport, Miss., where he
was also medical director of the hospitalist
program.

In addition to his new role, Dr. Northing-
ton will serve as medical director of the Wood-
land Village Nursing Center in Diamond-
head, Miss., and the Stone County Nursing
and Rehabilitation Center in Wiggins.

Schuyler K. Geller, MD, has been recog-
nized by Continental Who's Who as a
Pinnacle Lifetime Member in the medi-
cal field. Dr. Geller works as a full-time
hospitalist and a principal consultant for
The CopperRidge Group, which provides
guidance to patients in health, wellness,
and fitness services and products.

In addition to his work at The Copper-
Ridge Group, Dr. Geller is a member of
Civil Vision International’s board of direc-
tors. He has extensive civilian and mili-
tary-based experience in the United States,
Africa, the Middle East, and South Asia.

A physician leader in the U.S. Air Force,
Dr. Geller earned White House Medical
Unit commendations for planning and
leading the surgical and intensive care unit
teams to support President Clinton’s trips
to Vietnam and Africa in 2000.

Nikhil Sharma, MD, recently was selected
by the International Association of Health-
Care Professionals to be part of the Leading
Physicians of the World. Dr. Sharma is a
hospitalist serving at the Ochsner Health
System in New Orleans.

Dr. Sharma, a member of the Southern
Hospital Association and the Louisiana
Medical Association, began his medical
career in 2009 with a residency and fellow-
ship at Ochsner, where he has remained ever
since. He specializes in internal medicine
and transplants.

I. Carol Nwelue, MD, a longtime hospital-
istand the medical director of the Sparrow
Medical Group Adult Hospitalist Service,
recently received the Sparrow Physician
Leadership Award. The award goes to an
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The Mount Sinai Health System and The New Jewish Home, both based in
New York City, have extended their relationship to improve care of hospitalized
patients who require specialized post-acute or long-term care at a skilled
nursing facility. Through the Mount Sinai-New Jewish Home Hospitalist
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Gryphon Investors, based in San Francisco, recently announced it will acquire
OB Hospitalist Group, one of the nation’s leading providers of obstetric hospital
medicine. The deal with OBHG’s current partner, Ares Management, was final-
ized in late July.

OBHG, based out of Mauldin, S.C., has a national network of more than 550
OB hospitalists, covering more than 120 hospitals in 28 states. OBHG’s hospitalist
program features an obstetric emergency department, providing expectant mothers
at partner hospitals with 24/7/365 access to medical care.

Envision Healthcare, based in Nashville, Tenn., and Greenwood Village, Colo.,
a provider of physician-led services and ambulatory surgery services, has acquired
Milwaukee-based Infinity Healthcare. Infinity’s group-physician practice includes
more than 340 physicians and providers delivering emergency and hospital medi-
cine, anesthesia, and radiology services.
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Crossing the personal quality chasm:
QI enthusiast to QI leader

QI expands a hospitalist’s impact on patient and provider health

Dr. Jonathan Bae is associate chief
medical officer for patient and
clinical quality at Duke University
Health System.

By Claudia Stahl

Editor’s Note: This SHM series highlights the
professional pathways of quality improvement
(QI) leaders. This month features the story of
Jonathan Bae, MD, SFHM, associate chief
medical officer for patient and clinical quality
at Duke University Health System, Durbam,
N.C

ith a father and two sisters in medi-
Wcine, Jonathan Bae was destined to

become a physician — or something
completely different, as he explains.

“Either outcome is common when you
have a parent who is a doctor,” said Dr. Bae,
who has two siblings who chose a different
career path. But while Dr. Bae’s desire to
be a clinician was set at an early age, his
interest in quality improvement work came
much later.

As associate chief medical officer for
patient and clinical quality at Duke
University Health System, Dr. Bae is
helping to identify and outline the organ-
ization’s collective quality strategy. “It’s a
tall order, but it’s really exciting to have
a seat at the table to figure out what we
do as an overarching organization,” Dr.
Bae said.

Twelve years ago, Dr. Bae matched in
Duke’s Medicine-Pediatrics residency
program because he wanted to be well
equipped to treat patients across the age spec-
trum. Completing residency in 2009, Dr.
Bae enjoyed providing clinical care as a hospi-
talist, but discovered that he also enjoyed
teaching. To enhance his skills as a clinician

educator, Dr. Bae enrolled in the Academic
Hospitalist Academy, where the curriculum
introduced him to quality improvementand
patient safety, and some aspects of hospi-
tal administration. “Jeff Glasheen’s talk on
the drivers of medicine, and how to find
your unique voice and identity ... brought
together my interest in education and quality
work,” Dr. Bae recalled.

“I left the meeting energized with new
information, and then the opportunity
came up to lead a QI initiative here,” he
said. The project focused on improving
care delivery to diabetic patients, specifi-
cally the completion of foot exams. “We
saw our rates of screening go from less
than 50% to greater than 80%,” Dr. Bae
said. “I found it to be extremely gratifying
to be involved in implementing changes
that could lead to care improvement for
patients.”

Once Dr. Bae made his interests in QI
work known to colleagues and adminis-
trators, the projects came readily. Follow-
ing his chief residency year, Dr. Bae
remained with Duke Medicine Residency
Program as an associate program direc-
tor for QI, “which was a great platform
for doing project work that aligned my
interests in teaching and doing QI work,”
he said. In addition to developing a resi-
dency curriculum in QI, Dr. Bae initiated
a program to incentivize GME trainees
across the health system in performance
metrics such as readmissions, patient
satisfaction, hand hygiene, and safety
event reporting. The outcomes, Dr. Bae
said, “have had an improved quality and
safety impact on our organization.”

From there, Dr. Bae initiated multiple
projects focused on reducing readmissions
and mortality. Currently, he is standard-
izing the mortality review process across
three hospitals in Duke’s health system.
Consistent methodology and language
will allow for more accurate analysis and
comparison of factors contributing to
patient mortality in the system, Dr. Bae
said, adding, “We have already learned
a lot about care delivery and operations,
and measures that can be taken to reduce
gaps in care delivery and keep patients
safe.”

Looking back on the days when he only
thought about providing care, Dr. Bae said,
“my worldview has changed but my desire
to change the world hasn’t. I now do more
quality work because I find it so gratifying.
In the QI space, I'm affecting not one, but
many people at a time.”

He encourages hospitalists with similar
interests to seek out colleagues and leaders —
internal and external to their institutions —
who will help them initiate and implement
projects that feed their passions. Getting to
know the QI basics is the simple part, Dr.
Bae said.

“There’s no magic behind PDSA cycles
or models of improvement,” he said. “It’s
the team and people you pull together that
makes a project successful.”

His current work centers on under-
standing and building health care provider
resiliency at Duke. “I feel this ... is going
to make a tremendous difference for our
organization,” Dr. Bae said. “The system
should be designed to promote well-being,
not just prevent burnout.”

CONTINUED FROM PREVIOUS PAGE

Patrick Conway leaves CMS for Blue Cross NC

emerging leader who provides outstanding work
in areas such as safety, clinical or service excellence,
research, teaching, publishing, teamwork, and inno-
vation.

Dr. Nwelue completed the Sparrow Physician
Leadership Academy program, earning recogni-
tion for innovation in leadership, as well as practice
management.

Laura Jin, MD, recently was promoted to medical
director for utilization management at the Univer-
sity of Maryland Shore Regional Health. In her new
role, Dr. Jin will identify and facilitate the resolu-
tion of utilization issues; in so doing, she will serve
as a consultant leader to the health care system, its
physicians, its advance practice providers, and the
care management team.

Dr. Jin will remain as a hospitalist at Digestive
Health Associates while fulfilling the duties in her
new position at Shore Regional. She will guide the
center on issues such as compliance, level of care,
length of stay, resource management, reimbursement,
emergency department throughput, and more.

By Alicia Gallegos

tion and quality at the Centers for Medicare & Medic-

aid Services, is departing his government post to take
the reins of Blue Cross and Blue Shield of North Carolina
(Blue Cross NC).

In an Aug. 8 statement, Blue Cross NC announced that
Dr. Conway will start as the insurer’s new president and CEO
on Oct. 1. Blue Cross NC’s role in transforming the health
care system in North Carolina is both a model for other plans
and a system that Dr. Conway is excited to further improve,
he said in a statement.

“I look forward to collaborating with Blue Cross NC
employees, health care providers and employers to deliver
the best health outcomes and best service experience at the
lowest cost for our customers,” he said.

Blue Cross NC Board of Trustees Chair Frank Holding
Jr. called Dr. Conway a national and international leader in
health system transformation, quality, and innovation who
will further advance Blue Cross NC'’s goals.

Patrick Conway, MD, deputy administrator for innova-

“His unique experiences as a health care provider and as a
leader of the world’s largest health care payor will help Blue
Cross NC fulfill its mission to improve the health and well-
being of our customers and communities,” Mr. Holding said
in the statement.

Dr. Conway joined CMS in 2011 as the agency’s chief
medical officer and ultimately became the agency’s deputy
administrator for innovation and quality and director of the
Center for Medicare and Medicaid Innovation. Following
President Obama’s departure from office, Dr. Conway took
over as acting CMS administrator for then-CMS principal
deputy administrator Andy Slavitt until new administrator
Seema Verma assumed the position in March.

A longtime pediatric hospitalist, Dr. Conway was selected
as a Master of Hospital Medicine by the Society of Hospital
Medicine. He also was elected to the Health and Medi-
cine Division of the National Academies of Sciences, Engi-
neering, and Medicine in 2014. Prior to joining CMS, Dr.
Conway oversaw clinical operations and research at Cincin-
nati Children’s Hospital Medical Center as director of hospi-
tal medicine, with a focus on improving patient outcomes
across the health system. Il
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News Flash! Nocturnists are in high demand

By Amanda T. Trask, MBA, SFHM

ver 70% of all hospitalist programs
Ohave nocturnists, according to the

2016 State of Hospital Medicine
Report. For adult-only practices, this has
increased to 72.3% from 46.1% in the
2012 State of Hospital Medicine Report.

While one can assert that most hospital
medicine practices have nocturnists, not all
nights are covered by nocturnists. Thirty-
nine percent of adult practices report that
nocturnists cover 100% of nights, and 9.2%
report that less than 25% of nights are
covered by nocturnists. So, there remains
a great deal of variability in the widespread
use of nocturnists for nighttime coverage.

Why is nocturnist presence continuing
to increase?

Categorically, nocturnists are hospital-
ists who work primarily at night, providing
in-house coverage for hospitalist admissions
and coverage for patients cared for by the
hospitalist group.

Other clinicians, such as nurses, patient
care technicians, medical technologists, and
radiology technologists, have worked night
shifts for many, many years. The phenom-
enon of hospital-based physicians and
advanced practice clinicians working only
at night is reflective of the needs in an acute
care environment.

There are many lifestyle benefits to being
a nocturnist — raising a family during the day
while working at night, working fewer hours
for more pay, and being in high demand.

Nocturnists can also allow a hospital-
ist group to offer more flexible scheduling
options and create career longevity within

Amanda T. Trask, MBA, MHA, FACHE,
CMPE, SFHM, is national vice
president, Hospital Medicine Service
Line, at Catholic Health Initiatives,
Englewood, Colo.

the group. Having a nocturnist can allow a
group to offer other hospitalists a “day shift
only” option and other flexible scheduling
options that many seasoned hospitalists are
looking for.

Demand
Because of the increasing demand, it’s
becoming more difficult to find long-
term nocturnists, and therefore perma-
nent nocturnists are expensive to hire. As
reported in the 2016 State of Hospital
Medicine Report, groups with nocturnists
may offer either a differential in the hours
or shifts worked, or compensation, or a
combination of both.

About half of nocturnists work fewer

shifts, compared with non-nocturnists.
Equally stated, about half of nocturnists
work the same number of shifts as their day-
only counterparts. Of those groups whose
nocturnists work fewer shifts than their
daytime counterparts, about 60% work
1%-20% fewer shifts.

Nearly 70% of groups with nocturnists
pay nocturnists differently. The median pay
differential is 15%. While this compensa-
tion differential is an increase since the 2014
report, it is on par with the 2012 report.

It should not be construed that every prac-
tice with hospitalists offers both fewer shifts
and more compensation. In fact, there are
many who may offer neither and develop
other, more creative ways of recognizing the
nocturnist differently, such as evaluating
scheduled hours per shift (e.g., 8 vs. 10 vs. 12).

Responsibility
With more adaptation and remuneration
for nocturnists comes more responsibility.

Working as a nocturnist can be grueling.
Many times nocturnists may be working
alone, and with less support from consultants
and fewer hospital resources at night. On the
other hand, it’s quieter at night and there can
be a strong camaraderie from the smaller team
at the hospital at night.

Nocturnists, many times, must be
comfortable working alone; they must have
strong clinical skills, and may need to seek
extra training. In fact, in some hospitals the
nocturnists may be the primary, or only,

physician covering in-house codes.

Nocturnists must also take responsibility
to remain abreast of the quality initiatives
of the hospitalist group and hospital, since
many of the quality committee meetings
and hospitalist group meetings typically
occur during daytime hours. Nocturnists
may need to make an extra effort to feel a
part of the group by voluntarily participat-
ing in daytime group activities, so that they
don’t feel like an outsider.

Nocturnists should take the lead in
receiving a handoff each evening, and
handing off each morning to the day shift.
This will likely mean handing off valuable
patient care information with more than a
few of their hospitalist colleagues. This is so
immensely important that national patient-
safety-focused organizations have empha-
sized it for many years.

Since four out of five hospitalist programs
have a hospitalist on site at night and the
majority of those programs have at least
some nocturnist coverage, designing
hospitalist programs and staffing models
that meet the patient care need of 24/7,
in-house coverage is a necessity. Also, given
the strong demand for nocturnists, more
and more program leaders are being chal-
lenged to evaluate creative alternatives to
provide sustainable hospitalist services.

Some examples of creative solutions for
in-house night coverage are implementing
telemedicine for admissions, cross cover, or
both; expanding coverage by advanced prac-
tice clinicians; and staggering shifts to cover
late evenings and early mornings.

Perhaps we'll see more questions about
how hospitalist groups are addressing this
need in future surveys?

Student Hospitalist Scholars: The importance of communication

Recognizing that patients often suffer due to breakdowns in communication

By Anton Garazha

effectively translate our thought processes

and potential diagnoses to our patients. To

begin crafting effective history of the present

Anton Garazha is a medical
student at Chicago Medical
School at Rosalind Franklin

Editor’s Note: The Society of Hospital Medicines (SHM)
Physician in Training Committee launched a scholarship
program in 2015 for medical students to help transform
health care and revolutionize patient care. The program has
been expanded for the 2017-2018 year, offering two options
Jor students to receive funding and engage in scholarly work
during their 1st, 2nd, and 3rd years of medical school. As a
part of the program, recipients are required to write about their
experience on a biweekly basis.

uality improvement in clinical practice has recently

become very important to me. What use is clinical

knowledge if it cannot be appropriately used to bene-
fit patients in a clinical setting?

Having volunteered at various hospitals since middle
school, I became profoundly aware from a young age of the
level of clinical knowledge that physicians must possess in
order to safely treat their patients. When taking English and
psychology classes in college, I became fascinated with the
process of communication and common misunderstand-
ings that take place due to different frames of mind.

Throughout my Ist year at medical school, my interest
in communication grew. In one class, Essentials of Clinical
Reasoning, we were taught to continually consider how to

illnesses (HPIs), we created complete, whole
histories from visit to visit.

At this time, I discovered the subfield of
research concerning strategies surround-
ing handoffs as transition of care changes,
with patients often suffering due to break-
downs in communication.

With my interest in handoffs, and
with direction from the Society of Hospi-
tal Medicine, I reached out to Dr. Vineet
Arora, a leading academic hospitalist at the
University of Chicago with a highly impres-
sive history of research concerning quality of
care toward hospitalized adults. Under the
supervision of Dr. Arora and Dr. Juan Rojas, a pulmonary criti-
cal care fellow, I will help investigate whether receiving floor
physicians and intensive care unit physicians possess similar
shared mental models in regards to the most pertinent point
of care — when patients are transferred out of the ICU.

We seek to identify if there are any associations present
between readmission from the general floor, the providers’
rated likelihood of the patient returning to the ICU, and
whether floor and ICU physicians are on the same page
concerning condition management while on the floor.
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University in North Chicago. He
received his BS in Biology from
Loyola University in Chicago

in 2015 and his Master of
Biomedical Science from
Rosalind Franklin University in
2016. Anton is very interested
in community outreach and
quality improvement and, in his
spare time, tutors Students in
science-based subjects.

I believe the experience I gain at the University of Chicago
Medical Center will be invaluable to my future as a physi-
cian. I am very excited to get to know the various clinicians
at UChicago, to gain clinical experience by observing the
management of the general ward, and to identify how effec-
tive physicians communicate.

Above all, T hope to use any knowledge I gain this summer
to become an efficient, knowledgeable, and compassionate
physician capable of providing the highest quality of care
to my future patients.
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Everything We Say and Do: The physician patient

A physician and cancer survivor walks in her patients’ shoes

By Neha Sharma, DO

Editor’s note: “Everything We Say and Do”
offers thoughtful communication tactics
shared by SHM members for others to adopt
in their efforts to improve both the patient and
the provider experience.

letter for medical school. One month

later, I was diagnosed with cancer.

The clinic visit was supposed to be only
a routine postoperative follow-up after a
simple cyst resection. I really hoped that
my doctor was mistaken as he walked me
through what to expect, and when he was
finished, the desperate look in my eyes
demanded answers.

When I found out about my acceptance
into medical school, I was excited to embark
on my journey to be a physician and had
ambitious goals for my future. The moment
I discovered I had cancer, however, the jour-
ney seemed distant and the goals unachiev-
able.

After I fully absorbed the initial shock

In May 2007, I received my acceptance

of the grave news, I eventually found
the strength to analyze the situation at
hand. Ultimately, I adopted a more posi-
tive outlook and fought cancer head on.
Contending with cancer while tackling the
rigors of medical school was tedious, but
despite the hardships, my experience cata-
lyzed my determination and molded my
personality as a physician.

What | say and do
I employ active listening and practice
patience, especially when it comes to family
members.

As both a cancer survivor and a physician,
I am able to integrate empathy and diligence
by putting myself in my patients’ shoes. My
experience in a hospital bed during medical
school granted me an extremely intriguing
perspective towards medicine.

Why | do it

When I was a patient, the most crucial
thing to my family was information. Most
physicians did not take the time to explain
my course of care, which elevated my
family’s angst and anxiety. The experience

taught me the importance of patience and
communication.

But there were good examples. I still
remember the physician who comforted
my mother and assuaged her concerns.
She held my mother’s hand and showed
empathy. When my mother cried, she
cried. That physician taught me that it
was acceptable for physicians to express
emotions.

When my surgeon rounded on me in
the morning after my procedure, she was
not wearing a white coat, which made
her appear relatable. Her contagious
confidence and humble demeanor were
endorsement enough for her capabilities,
showing me that a physician’s persona
supersedes the conventional coat.

How I do it

I try to put myself in my patients’ shoes.
I rejoice with them. I mourn with them.
My uninhibited display of emotions affirms
empathy. I dissolve all barriers by not wear-
ing a white coat and ask my patients for a
partnership. After all, I once walked miles
in those shoes.

Here’s what’s trending at SHM

Get the latest news about upcoming events, new programs, and SHM initiatives

Dr. Sharma is a chief hospitalist at
the Sierra Campus of The Hospitals
of Providence, El Paso, Texas. She
is a columnist for the EI Paso Times
and the medical contributor for KVIA
Channel 7 ABC News. Her work has
appeared on kevinmad.com, Thrive
Global, and in EIl Paso magazine.

By Brett Radler

Early decision for Fellows applications

is Sept. 15. Apply now!

SHM’s Fellows designation is a prestigious way to differ-
entiate yourself among your peers in hospital medicine.
There are currently more than 2,000 hospitalists who
have earned the Fellow in Hospital Medicine (FHM) or
Senior Fellow in Hospital Medicine (SFHM) designation
by demonstrating core values of leadership, teamwork, and
quality improvement.

“I'was encouraged to consider SHM’s Fellow designation
by other members of an SHM committee that I belonged
to. Although reluctant at first, I realized that this was an
opportunity to really confirm that I was a career hospital-
ist. The application process itself allowed me to objectively
evaluate the work I had done to date and how it fit into my
overall career plan. I believe that this FHM designation has
fostered connections in the HM community and within my
own institution that may not have been open to me before.”
— Dr. Patricia Seymour, MD, FAAFP, FHM

Apply now and learn how you can join other hospitalists
who have earned this exclusive designation and recogni-
tion at hospitalmedicine.org/fellows. Applications officially
close on Nov. 30, 2017.

Got research? Get noticed at HM18!

Don’t miss your chance to present your research to a
national audience. SHM’s scientific abstract and poster
competition, known as Research, Innovations, and Clini-
cal Vignettes, is one of the most popular events at SHM’s
annual meeting, enabling hospitalists from across the coun-
try to discuss emerging scientific and clinical cases, share
feedback, and make valuable professional connections.

Hospital Medicine 2018 (HM18) will be held April 8-11,

2018, at the Orlando World Center Marriott. Many cutting-
edge abstracts first presented at SHM’s Research, Innova-
tions, and Clinical Vignettes sessions go on to be published
in respected medical journals. Yours could be next.

For more details, visit hospitalmedicine2018.org.

Know someone with exceptional
achievements in Hospital Medicine?
SHM’s prestigious Awards of Excellence recognize excep-
tional achievements in the field of hospital medicine in the
following categories:
* Excellence in Research.
* Management Excellence in Hospital Medicine.
* Outstanding Service in Hospital Medicine.
* Excellence in Teaching,.
* Clinical Excellence for Physicians.
* Clinical Excellence for Nurse Practitioners and Physician
Assistants.
¢ Excellence in Humanitarian Services.
¢ Excellence in Teamwork.
Awards of Excellence nominations are due on Oct. 2,
2017. Nominate yourself or a colleague today at hospital-
medicine.org/awards.

Invest in your career with SPARK ONE

SPARK ONE, SHM’s premier online self-assessment created
specifically for hospital medicine professionals, is the perfect
tool to help you reach your goals. The activity contains 450+
vignette-style, multiple-choice questions covering 100% of
the American Board of Internal Medicine’s Focused Practice
in Hospital Medicine exam blueprint.

This online tool is your complete resource for success-
fully preparing for the Focused Practice in Hospital Medi-
cine exam or assessing your general knowledge in hospi-
tal medicine. Used as a self-paced study guide, it engages
learners through an open-book format, allowing users to
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review detailed learning objectives and discussion points,
and define individual areas of strengths and weaknesses.
Earn up to 23 AMA PRA Category 1 Credit™ and 23 MOC
points.

Learn more at hospitalmedicine.org/sparkone.

Strengthen your knowledge & skills

in practice administration

Get involved in the SHM Practice Administrators’
Committee 2018 Mentor/Mentee Program.

This program helps you create relationships and serves
as an outlet for you to pose questions or ideas to a seasoned
hospital medicine group administrator. There are two
different ways you can participate: as a less experienced
administrator looking for a mentor or as a more experi-
enced administrator looking to be paired with a peer. This
program is free to members only. Not a member? Join today
at hospitalmedicine.org/join.

Learn more about the program and submit your applica-
tion at hospitalmedicine.org/pamentor.

Obtain an extensive insight into Hospital
Medicine groups configuration and operation
SHM’s State of Hospital Medicine Report includes data
collected from 600 hospital medicine groups (HMGs) repre-
senting 9,000 providers to keep you current on hospitalist
compensation and production, in addition to cutting-edge
knowledge covering practice demographics, staffing levels,
turnover, staff growth, compensation methods, and financial
support for solid, evidence-based management decisions.
The 2016 State of Hospital Medicine Report is not only in
print but also available in an enhanced, fully searchable digital
version. Order your copy at hospitalmedicine.org/sohm.

M. Radler is marketing communications manager at the Soci-

ety of Hospital Medicine.
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ﬁ Sneak Peek: Journal of Hospital Medicine

By Ryan Greiner, MD; Kristopher
Hartwig, MD, MPHIL; and Aimee
M. Merino, MD, PHD

A randomized controlled trial of
a CPR decision support video
for patients admitted to the
general medicine service

BACKGROUND: DPatient preferences
regarding cardiopulmonary resuscitation
(CPR) are important, especially during
hospitalization when a patient’s health
is changing, yet many patients are not
adequately informed or involved in the
decision-making process.

OBJECTIVES: We examined the effect
of an informational video about CPR on
hospitalized patients’ code status choices.

DESIGN: This was a prospective,
randomized trial conducted at the Minne-
apolis Veterans Affairs Health Care System.

PARTICIPANTS: We enrolled 119
patients who were hospitalized on the

general medicine service and at least 65
years old. The majority were men (97%)
with a mean age of 75.

INTERVENTION: A video described
code status choices: full code (CPR and
intubation if required), do not resuscitate
(DNR), and do not resuscitate/do not
intubate (DNR/DNI). Participants were
randomized to watch the video (n = 59) or
usual care (n = 60).

MEASUREMENTS: The primary
outcome was participants’ code status pref-
erences. Secondary outcomes included a
questionnaire designed to evaluate partici-
pants trust in their health care team and

their knowledge and perceptions about
CPR.

RESULTS: Participants who viewed the
video were less likely to choose full code
(37%), compared with participants in the
usual-care group (71%), and were more
likely to choose DNR/DNI (56% in the
video group vs. 17% in the control group)
(P < .00001). We did not see a differ-
ence in trust in their health care team or

knowledge and perceptions about CPR as

assessed by our questionnaire.

CONCLUSIONS: Hospitalized patients
who watched a video about CPR and
code status choices were less likely to

choose full code and were more likely to
choose DNR/DNI.

Also in JHM this month

Influenza season hospitalization trends
in Israel: A multi-year comparative anal-
ysis 2005/2006 through 2012/2013
AUTHORS: Aharona Glatman-Freedman,
MD, MPH; Zalman Kaufman, MS; Yaniv
Stein, BS; Hanna Sefty, MS; Hila Zadka,
PhD; Barak Gordon, MD, MHA; Jill
Meron, BSc; Ethel-Sherry Gordon, PhD;
Rita Dichtiar, BSc; Ziona Haklai, MSc;
Arnon Afek, MD; and Tamy Shohat, MD,
MPH

Appropriate reconciliation of cardiovas-
cular medications after elective surgery
and postdischarge acute hospital and
ambulatory visits

AUTHORS: Jonathan S. Lee, MD; Ralph
Gonzales, MD, MSPH; Eric Vitting-
hoff, PhD; Kitty K. Corbett, PhD, MPH;

Kirsten E. Fleischmann, MD; Neil Sehgal,
MD, MPH; and Andrew D. Auerbach,
MD, MPH

Patterns and appropriateness of throm-
bophilia testing in an academic medical
center

AUTHORS: Nicholas Cox, PharmD;
Stacy A. Johnson, MD; Sara Vazquez,
PharmD; Ryan P. Fleming, PharmD,
BCPS; Matthew T. Rondina, MD; David
Kaplan, MD; Stephanie Chauv, PharmD;
Gabriel V. Fontaine, PharmD; Scott M.
Stevens, MD; Scott Woller, MD; and
Daniel M. Witt, PharmD, BCPS, FCCP

National trends (2007-2013) of Clostrid-
ium difficile infection in patients with
septic shock: Impact on outcome
AUTHORS: Kshitij Chatterjee, MD;
Abhinav Goyal, MD; Aditya Chada,
MD; Krishna Siva Sai Kakkera, MD; and
Howard L Corwin, MD

Blood products provided to patients
receiving inappropriate critical care
AUTHORS: Thanh H. Neville, MD,
MSHS; Alyssa Ziman, MDj; and Neil S.
Wenger, MD, MPH i

"

By Danielle Scheurer, MD, SFHM, MSCR

Wrongful life

There have been recent discussions in the lay media about
a growing trend of litigation cases focused not on the
“right to live,” but rather on the “right to die.” These cases
have involved patients who received aggressive treatment,
despite having documentation of their wishes not to receive
such aggressive treatment. Although unsettling, it is not
surprising that this issue has arisen, given the national
conversations about the exorbitant cost of care at the end
of life in the United States and the frequency with which
patients do not receive end-of-life care that is concordant
with their wishes.

These conversations have spurred providers and patients
to discuss and document their wishes, via advanced care
directives and/or POLST orders (Physicians Orders for
Life-Sustaining Treatment). There is now even a national
day devoted to advanced care decision making (National
Healthcare Decisions Day).

While these documents are increasingly available for
hospitalists and other physicians during a patient’s hospi-
tal stay, as we all know, they do not always provide complete
clarity in decision making for individual scenarios in a
patient’s care; there is often ambiguity in applying written
advanced directives in dynamically changing cases. Ambi-
guity is also often introduced in circumstances where the
patient is no longer able to make decisions, and family
members (with or without health care power of attorney)
express desires, wishes, and concerns about their loved
one’s care plan. Some advocate that advanced care planning
should be more about teaching patients and families how to

make decisions in the moment, rather than documenting
a “static” decision.

But for situations when the paperwork is clear and the
patient actually does receive undesired aggressive care, more
plaintiff attorneys are taking on these cases of the “right to
die,” since now more people are recognizing and accepting
that unwanted life is a type of harm.

This brings to light two important considerations in how
we use advanced care planning documentation:

1. These documents should be treated as dynamic deci-
sion-making documents, not static documents that are filled
outand filed at a single point in time. Patient wishes can and
do change due to a variety of factors; any changes should be
repeatedly sought to ensure consistency with care plans.

2. These documents should be the start of a conversation,
not the end of a conversation. Written documentation can
still be fraught with ambiguity; a conversation about the
document can help clarify desires and ensure that wishes
and care plans match.

In our ongoing desire to “do no harm,” overtreatment
is increasingly being recognized by patients and families
as a type of harm. To avoid these potentially catastrophic
situations, we should all use advanced care documentation
as the start of a careful conversation about goals of care
and treatment choices. Hospitalists should work with their
interprofessional team members (for example, case manag-
ers, social workers, nurse navigators, and so on) to make
sure every patient has, or is at least working on, advance
care directives, and guide the patient and family in decision
making that puts them at ease. With our patients, we can
help ensure concordance between their end-of-life wishes
and our care plans.

Read the full post at hospitalleader.org.
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Sneak Peek: The Hospital Leader blog

Advanced care documents are the start of a conversation, not the end
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POST: Follow You, Follow Me
By Tracy Cardin, ACNP-BC, SFHM

POST: SHM Movers & Shakers, Hospital Silos
& JHM Research in HM News

By Felicia Steele

LEARN MORE

For more information on joining

SHM and on the “Year of the
Hospitalist,” visit
www.hospitalmedicine.org.
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When families participate in rounds, errors decrease

By M. Alexander Otto

NASHVILLE, TENN. — When families are
actively included in pediatric hospital
rounds, preventable adverse events drop
38%, and families report better hospital
experiences, with no negative impact on
rounds duration or teaching, according
to a prospective investigation on inpatient
pediatric units of seven North American
hospitals.

“We [found] that families are excellent
reporters of safety, which is an important
takeaway for hospitals and hospitalists,”
said lead researcher Alisa Khan, MD, from
the division of general pediatrics at Boston
Children’s Hospital.

“We always talk about how parents know
their children better than anyone else;
empowering the family to know what we
are looking for can have downstream safety
implications,” she said. In the study, fami-
lies often caught problems before medical
staff, such as IV infiltrations. They also
reported delays in diagnoses and conflict-
ing information, among other things, Dr.
Khan explained at the Pediatric Hospital
Medicine meeting,.

There’s not much data on family-centered
rounds in pediatric medicine, so Dr. Khan
and her team decided to investigate. They
modified the I-PASS resident handoff
model (illness severity, patient summary,
action list, situation awareness and contin-
gency planning, and synthesis by receiver)
to be more family friendly.

Families were given a short form
before rounds that asked if their child
was better, worse, or about the same as
the day before, and what questions and
items they wanted to address. There was
also space for them to take notes during
the presentation about what had changed
overnight, what still needed to be done,
and what to look out for.

Families were given the opportunity to
speak first during rounds, and medical staff
used plain language: “has a fever” instead
of “febrile,” for instance. At the end of the
presentation, families were asked to read
back their takeaways.

The investigators compared baseline data
from the 3 months before implementation
with data for the 3 months afterward. The
study included more than 1,500 patients
and more than 300 rounds in both the pre-
and postimplementation arms. The chil-

Dr. Alisa Khan

dren were general inpatients; surgery and
ICU patients were excluded.

Harmful errors/preventable AEs
dropped from 20.7/1,000 patients-days to

12.9/1,000 after implementation, a 38%
reduction (P =.01). There was also a reduc-
tion in overall AEs from 34 to 18.5/1,000
patient-days (P =.002).

Compared with baseline data, after
implementation, families were more likely
to report that they understood the medical
plan and what was said on rounds. They also
were more likely to report that nurses had
addressed their concerns and made them
feel like an important member of the team.

Direct observation of pre- and postim-
plementation rounds showed that family
and nursing engagement improved and
families more often got written updates.
There were no statistically significant
differences in rounds duration or decreases
in teaching.

“Congratulations. This is very impres-
sive work and also the right thing to do,” an
audience member said after Dr. Khan’s pres-
entation at the meeting, sponsored by the
Society of Hospital Medicine, the American
Academy of Pediatrics, and the Academic
Pediatric Association.

The work was funded by the Patient-
Centered Outcomes Research Institute
and the Agency for Healthcare Research and
Quality. Dr. Khan had no disclosures.

Award Categories:

Excellence in Research

Excellence in Teaching

Excellence in Management
in Hospital Medicine

Clinical Excellence for Nurse Practitioners
and Physician Assistants

Excellence in Humanitarian Services

Excellence in Teamwork in
Quality Improvement

Outstanding Service in Hospital Medicine

Clinical Excellence for Physicians

Don’t wait -- nominate your colleagues or yourself today to be recognized with an SHM Award of Excellence
Deadline for submissions is October 2, 2017.
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Hospital readmissions
penalties now in 5th year

CONTINUED FROM PAGE 1

hospital’s Medicare reimbursement. Hospi-
tals are being penalized an average of 0.73%
of their annual Medicare reimbursement,
and cumulative HRRP penalties will reach
nearly $1.9 billion by the end of the fiscal
year, Kaiser Health News reports.

Hospital readmissions were discussed by
health policy researchers for years, with-
out much impact
on policy, but once
there were financial
implications, there
was more action
to improve perfor-
mance, says Harlan
Krumholz, MD,
director of the Yale
New Haven (Conn.)
Health System Center
for Outcomes Research and Evaluation and
lead researcher on the center’s government
contract to develop the 30-day readmission
measure used by CMS.?

“Basically, we chose to introduce the
idea of measuring readmissions because we
felt it represented an adverse outcome for

Dr. Krumholz

kind of concerns people had, the degree to
which they understood what had happened
to them, the extent to which they were
prepared for the next steps.”

Once the patient leaves the hospital,
there are myriad factors that will influ-
ence their likelihood of returning, notes
researcher Karen Joynt, MD, MPH, of the
department of health policy and manage-
ment at Harvard’s School of Public Health,
Boston. “The proportion of patients read-
mitted to the hospital because of gross
error is low, but sometimes we’re too
optimistic about our patients’ ability to
manage postdischarge,” she said.

“We all know we can do better at provid-
ing softer landings, and anyone who's ever
been a hospital patient or a family member
of one knows that leaving the hospital is
incredibly tumultuous. I experienced that
with my own parents, and it’s frightening,
even if everything is done right. I¢s still a
very vulnerable time.”

HRRP has fundamentally changed the
conversation about hospital care, Dr. Joynt
said. “I think we need to change the conver-
sation even more and talk more about how
to prevent admissions in the first place.

“We all know we can do better at providing softer
landings, and anyone who’s ever been a hospital patient
or a family member of one knows that leaving the hospital
is incredibly tumultuous. | experienced that with my own
parents, and it’s frightening, even if everything is done

right. It’s still a very vulnerable time.”
—Karen Joynt, MD, MPH, of the department of health policy and management at

many people that was being ignored; that
risk could be reduced; and improvements
would yield benefits for people as well as
save money for the health care system,” he
told The Hospitalist.

“More than anything, HRRP has sharp-
ened the focus on considering the episode of
care from the patient’s perspective — rather
than just focusing on venues of care like the
hospitalization alone,” Dr. Krumholz said.
“The focus on readmission forced many of
us in the health professions to consider what
the experience was like to leave the acute
setting — how information flowed, what

Harvard's School of Public Health, Boston

As a clinician, I think we need to be more
innovative, recognizing that the ways we'll
make a real difference probably has more
to do with what happens outside of the
hospital. My personal hope is that new
alternate payment models like accountable
care organizations will lead to more creative
partnerships with other providers.”

What have we learned about
readmissions in 5 years?

A lot of recently published research about
readmissions has documented modest
decreases in overall readmissions nationally,

from over 21% to under 18% between 2007
and 2014, although most of the reduction
occurred in the first few years after HRRP
was announced and has since leveled off.

Other research has tried to explore the
relationship between readmissions rates and
outcomes that might matter more to patients
or might be better
proxies for the quality
of the hospital expe-
rience. Is readmission
rate a true measure
of quality or just a
utilization measure?
Research also has
tried to document
what works — what
are the best strategies
for preventing avoidable readmissions by
improving the discharge process, care tran-
sitions, and the coordination of care post-
discharge in the community — although no
silver bullet has yet been identified.

A recent effort to inject more equity
into the penalties program, contained
in the wide-ranging 21st Century Cures
Act signed into law by President Obama
in December 2016, requires Medicare to
account for patients’ socioeconomic back-
grounds when it calculates reductions in its
payments to hospitals under HRRP. The law
directs the government to change the way
pay for performance is applied to safety net
hospitals by setting different penalty thresh-
olds for hospitals based on the proportion
of their patients who are dually eligible for
Medicare and Medicaid.

It remains to be seen how this will be
implemented and with what impact. But
some critics have continued to question
whether hospitals should be held account-
able for readmissions, whether 30 days is the
correct time frame for that accountability,
and whether some hospitals might be simply
taking the penalty hit rather than investing in
the hard work of care transitions.

Dr. Jha

Impact on working hospitalists
One expert, Ashish Jha, MD, MPH, direc-
tor of Harvard’s Global Health Institute,
wants to see hospitalists get more engaged
in the conversation about how to improve
hospital care overall.

“It’s an open question what is the
accountability of individual hospitalists.
No doubt thinking about these issues has
changed, but I don’t think that much has
really changed for the frontline hospitalist.
Does what’s written about readmissions
translate to what people are feeling on the
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front lines?” he asked. “I'm a hospitalist, and
I wish I could set up all of the services that
would be needed by my patient at home. I'd
send that patient home today if I could. But
that kind of redesign requires a lot deeper
thinking about what really happens after the
patient goes home.”

Experts say there aren’t metrics available
that could allocate penalties to individual
hospitalists for their performance in read-
missions prevention. But hospitals, clearly,
are paying attention, and hospitalist groups
may find that part of their negotiation of
quality and performance incentives with the
hospital includes readmissions.

“At the level of the hospitalist group,
there can be more skin in the game, but
at the level of the doctor who writes the
discharge order, it's more of an individual
responsibility to acknowledge their role in
making sure that the right steps are taken
in the discharge process,” said Brian Harte,
MD, SFHM, a past president of the Soci-
ety of Hospital Medicine, who in 2016 was
named president of Cleveland Clinic Akron
(Ohio) General Hospital.

“There are so many
other variables that
go into transitions of
care, and it would be
unreasonable to try
to hold the individual
doctor responsible for
all of them,” he said.
But accountability
can be passed on to the
hospitalist group. “My
hospital contracts with a national hospital-
ist company and our agreement has quality
measures that we review with them. We ask
them to focus on readmissions.”

Dr. Harte said that when patients are
discharged from the hospital, they go from
an environment where everything is taken
care of for them, to total responsibility for
their self-care. Yet we are asking ever more
from patients in terms of self-management.

“We need to focus on the human side
of the experience. The hospital is a place
to be avoided wherever possible,” he said.
Yet some readmissions are largely unpre-
ventable. Hospitalists should focus on the
patient’s greatest risk of preventable read-
mission. “Is it health literacy? Is it trans-
portation?”

Dr. Harte

Readmissions at the front lines
Preetham Talari, MD, FACP, FHM,

CONTINUED ON PAGE 17
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hospitalist at University of Kentucky
HealthCare in Lexington, has an inter-
est in health care safety, quality improve-
ment, and value. He has led the universi-
ty’s site participation in Project BOOST,
the Society of Hospital Medicine’s
national mentored quality improve-
ment initiative for
care transitions.
Dr. Talari also led
a quality initiative
at the wuniversity
called the Interpro-
fessional Teamwork
Innovation Model
to systematize team-
work, first piloted on
a 30-bed hospitalist
unit where he is medical director.

“On the front lines, we've definitely seen
increased emphasis from our senior lead-
ership, which translates into having more
tools and time to work on improving transi-
tions and on teamwork,” he said. The hospi-
tal has provided tools for Dr. Talari and his
team to participate in Project BOOST,
and made sure that each of its 16 hospital
medicine teams includes a dedicated case
manager and pharmacist. “We've also part-
nered with nursing homes and rehabilita-
tion facilities,” he noted.

“Readmissions are not just about doctors,
they are more about patient factors, socio-
economic factors, where they live,” Dr. Talari

Dr. Talari

said. “Those are harder to impact, butin my
experience, it comes down to thinking about
the patient’s needs before discharge — really
from the time of admission: What are all the
things we can do in the hospital to make sure
the patient is safely transitioned home?”

According to Dr. Talari, complex issues
like readmissions don’t depend on just
one, two, or three factors. “But we do the
interventions believing that it will improve
processes and outcomes, and then add
another intervention and another,” he said.
“All of these interventions will add up like a
jigsaw puzzle to achieve a final, sustainable
outcome. One thing I believe is hospitalists
should be leading these efforts.”

Better interventions,

better infrastructure

Leora Horwitz, MD, MHS, director of the
Center for Healthcare Innovation and Deliv-
ery Science at New
York University School
of Public Health, says
the biggest change
she has seen resulting
from readmissions
penalties is that tran-
sitions of care are now
understood to be both
important and the
responsibility of front-
line hospitalists. “That was not true 5 or 10
years ago. We used to spend hours admitting
patients to the hospital and then 5 minutes
on their discharge.”

Dr. Horwitz

Dr. Horwitz also sees a growing body of
evidence that change is possible, “not only
evidence that intervention works, but that
it matters if you get medication recon-
ciliation right, if you connect discharged

everybody by changing your template. Sit
down in a room together every afternoon to
talk about what will happen to the patients
when they go home. That’s become standard
at our hospital. That was never done before.”

“Readmissions are not just about doctors, they are more
about patient factors, socioeconomic factors, where they
live. Those are harder to impact, but in my experience, it
comes down to thinking about the patient’s needs before
discharge — really from the time of admission: What are

all the things we can do in the hospital to make sure the

patient is safely transitioned home?”
—Preetham Talari, MD, FACP, FHM, hospitalist at University

patients with community services. But
you have to throw everything at the
problem. The studies that look at only
one intervention to improve transitions
tend to fail.

“We've also learned that the infrastruc-
ture can be built better,” she said. Histori-
cally, hospital discharge summaries have been
abysmal. But we can automate the importa-
tion of pending labs into the electronic health
record. These are things you can change for

Recent research on readmissions penalties

6

of Kentucky HealthCare in Lexington

Evidence for improved outcomes is
mixed, Dr. Horwitz noted. However, she
pointed out, is there any evidence that read-
missions penalties have produced adverse
outcomes? Did they increase mortality, or
length of stay? “So far the evidence suggests
that they did not,” she said.

“I think it’s generally likely that the work
we have done has resulted in better care.
Thousands of people havent had to go back
to the hospital, and that’s a good thing.”

survey by Yale researchers, published in JAMA in

December 2016, found that hospitals financially

penalized under HRRP reduced their readmissions
rates at a higher rate than nonpenalized hospitals, “which
implies that penalties can improve quality and readmis-
sion performance for hospitals with the most room for
improvement,” coauthor Kumar Dharmarajan, MD,
MBA, said in a statement.* The hospitals responded
to external pressures — in other words, financial penal-
ties worked. But most of the reduction happened in the
2 years before actual penalties went into effect, which
suggests that further improvement will not be easy, the
authors note.

A survey of the attitudes of hospital leaders on HRRP
found that it has had a major impact on their efforts to
reduce readmissions rates, although the failure to take
sociodemographic factors into account was a major
complaint for these leaders.” Most said the penalties
were too large, but 42.5% believed HRRP was likely to
improve quality.

Some have questioned whether readmissions penalties
were just encouraging hospitals to reduce their rates by
keeping returning patients in observation units rather
than formally readmitting them. Zuckerman etal. in the
New England Journal of Medicine found no evidence
that changes in observation unit stays accounted for the

documented decrease in readmissions.

But according to Papanicolas et al. in Health Affairs,
patient hospital experience has improved only modestly
under hospital value-based purchasing for U.S. hospitals,
with no evidence that the program
has had a beneficial effect on overall
patient experience.” Another study
from Harvard by Figueroa et al.
found that evidence is lacking that
hospital value-based purchasing
leads to lower mortality rates.®

More research will be forth-
coming from Project ACHIEVE
(Achieving Patient-Centered Care
and Optimized Health in Care
Transitions by Evaluating the Value of Evidence), a
$15.5 million initiative funded for 51 months by the
Patient-Centered Outcomes Research Institute. Led by
Mark Williams, MD, FACP, MHM, chief transforma-
tion & learning officer and chief of hospital medicine at
the University of Kentucky and principal investigator for
SHM'’s Project BOOST, it aims to identify the most effec-
tive strategies in delivering to patients and their caregivers
what matters most to them in their hospital and discharge
experience.

“Patients and caregivers tell us: Hey, you people are

Dr. Williams
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the experts. You've taken care of lots of people with my
medical condition before. You should know what my
needs are going to be postdischarge and help me antici-
pate them,” he said. il
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More studies show Medicaid
expansion has benefited hospitals

But state budget troubles continue to threaten hospital finances

impact of Medicaid expansion on hospi-

tals.! The news was good: Hospitals in
states that accepted Medicaid expansion
through the Affordable Care Act saw
dramatic reductions in their uninsured
patient populations, increases in their
Medicaid stays, and reductions in uncom-
pensated care costs.!

In 2017, additional data continue to
show that Medicaid expansion has been a
boon to hospitals, including an April 2017
report published by the Urban Institute and
a May 2017 analysis from The Common-
wealth Fund.>* Both show that some of the
hospitals that need it most are reaping the
greatest benefits of expansion.

“We found that small hospitals and
hospitals in non-metro areas experienced
larger gains in profit margins in states that
expanded Medicaid compared to their
counterparts in states that did not expand

In 2016, a series of studies showed the

Medicaid,” said Fredric Blavin, PhD, senior
research associate at the Urban Institute’s
Health Policy Center. His report was
an update to an October 2016 study he
authored in JAMA.> Notably, he said, these
gains were among
hospitals that are
“financially vulner-
able and prone to
closures.”

At the same time,
Craig Garthwaite,
PhD, MPP, lead author
of The Common-
wealth Fund report,
said Medicaid expan-
sion “wiped out roughly half of the uncom-
pensated care faced by hospitals, with rela-
tively little or no decline in nonexpansion
states.” To date, 19 states have not expanded
Medicaid.

With Medicaid facing an uncertain

Dr. Blavin
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future, Dr. Blavin said some experts are
concerned about what could happen to
vulnerable hospitals if Medicaid expansion
is repealed or scaled back. Indeed, Presi-
dent Trump and congressional Republi-
cans have proposed significantly altering
Medicaid either by transitioning it to block
grants or by capping federal funding for
the entitlement.®”

“We wanted to give people a sense of the
stakes of what you're talking about with
repeal of the Affordable Care Act and
[going] back to a system where patients are
able to get emergency care at the hospital
but not the complete care they get if they’re
insured. We're not going to be paying
hospitals for that care, so the hospital has
that coming out of their profit margin,”
said Dr. Garthwaite, professor of strat-
egy and codirector of the Health Enter-
prise Management Program in the Kellogg
School of Management at Northwestern
University, Evanston, Ill.

The Commonwealth Fund report used
data from the Centers for Medicare &
Medicaid Services (CMS) Hospital Cost
Reports to examine 1,154 hospitals in
expansion and nonexpansion states. It
built on a Health Affairs study Dr. Garth-
waite and his coauthors published in
2016.? The analysis found that between
2013 and 2014, uncompensated care costs
declined dramatically in expansion states
and continued into 2015, falling from
3.9% to 2.3% of operating costs. Mean-
while, hospitals in nonexpansion states
saw uncompensated care costs drop just
0.3-0.4 percentage points. The largest
reductions were seen by hospitals provid-
ing the highest proportion of care to low-
income and uninsured patients, and over-
all savings to hospitals in expansion states
amounted to $6.2 billion.

“Any contraction of the Medicaid expan-
sion will reduce overall health insurance
coverage and could have important finan-
cial implications for hospitals,” Dr. Blavin
said. “We are likely to see large increases in
expenses attributable to uninsured patients,
declines in Medicaid revenue, and increases
in uncompensated care burdens that can be
a significant financial strain to hospitals.”

As part of a project supported by the
Robert Wood Johnson Foundation, the
Urban Institute in May 2011 began to
track and study the impact of health reform.
The report Dr. Blavin authored is part of
this endeavor and utilized data from the
American Hospital Association Annual
Survey and the CMS Health Care Cost
Reports to update the 2016 JAMA study.
It compared hospitals in expansion states to
those in nonexpansion states between fiscal
years 2011 and 2015, excluding hospitals in
states that expanded before January 2014.
It examined hospital-reported data on
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uncompensated care, uncompensated care
as a percentage of total hospital expenses,
Medicaid revenue, Medicaid as a percent-
age of total revenue, operating margins, and
excess margins.

The analysis found that Medicaid expan-
sion resulted in a $3.2 million reduction
in uncompensated care and a $5.0 million
increase in mean annual Medicaid revenue
per hospital. Expansion-state hospitals also
saw improvements in excess and operat-
ing margins relative to nonexpansion state
hospitals.

However, Ajay Kumar, MD, FACP,

“Any contraction of the
Medicaid expansion will
reduce overall health
insurance coverage and
could have important
financial implications for
hospitals. We are likely

to see large increases in
expenses attributable to
uninsured patients, declines
in Medicaid revenue, and
increases in uncompensated
care burdens that can be a
significant financial strain to
hospitals.”

— Dr. Fredric Blavin

SFHM, chief of medicine at Hartford
(Conn.) Hospital, said his hospital has not
observed these same
trends. Connecticut
expanded Medicaid
in 2010. “We have
seen some decline in
uncompensated care;
however, revenue has
not improved,” Dr.
Kumar said. “Medicaid
expansion has not been
economically favorable
to us, not because of the intent of the ACA,
but due to state policies.”

In Connecticut, Medicaid reimburse-
ment rates are among the lowest in the
country.® The state uses a provider tax to

Dr. Kumar
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finance Medicaid but, facing a budget defi-
cit, state leaders have dramatically reduced
the amount of money returned to hospitals
in recent years.?

“Our Medicaid patient volume has
gone up but our margins have declined
because the return on investment is so low,”
added Dr. Kumar, a practicing hospitalist
and member of the SHM Public Policy
Committee. He is concerned about what
happens if Medicaid is capped or transi-
tioned to a block grant, since “block grants
have not been favorable so far ... It would
further squeeze us.”

In Arizona, Steve
Narang, MD,
MHCM, a hospitalist
and CEO of Banner—
University Medi-
cal Center Phoenix
(B-UMCP), already
knows what it’s like
when Medicaid fund-
ing expands and then
contracts. In 2001, the state expanded
Medicaid to 100% of the federal poverty
level for childless adults but then in 2011,
in the throes of recession, the state froze
its match on federal dollars. Prior to the
freeze, charity care and bad debt made up
9% of B-UMCP’s net revenue. After the
state cut Medicaid, the hospital’s uncom-
pensated care doubled; charity care and bad

Dr. Narang

debt spiked to 20% of net revenue. Once
the freeze was lifted and the state expanded
Medicaid through the ACA in 2014, bad
debt and charity care plummeted to 7% of
revenue and remains in the single digits, Dr.
Narang said.

“You hear a lot, especially in debates,
about Medicaid being bad coverage ...
From a hospital perspective, if you're taking
care of a patient who is uninsured versus a
patient with Medicaid coverage, that hospi-
tal is likely better off financially treating the
patient with Medicaid coverage,” said Dr.
Blavin.

For Dr. Narang, who practiced as a pedi-
atric hospitalist for more than a decade
before becoming a hospital leader, the issue
goes beyond the economics of his hospital.

“From a basic commitment to our fellow
human beings, are we doing the right thing
as a country?” he asked, noting that states
and the federal government must address
the economic realities of health care while
also providing safety nets for patients. “We
have to do both. But I have faith that the
state and federal government will find a
model, and we will continue to focus on
what we can control.”
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How hospitalists
can help reduce
readmissions

CONTINUED FROM PAGE 1

ing patient-centered discharge instruc-
tions (that is, making sure they are written
in language that patients can understand)
or asking transition coaches to help facili-
tate a successful tran-
sition,” Dr. Herzig
said. “This finding is
consistent with the
fact that the factor
most commonly iden-
tified as contributing
to readmissions was
insufficient patient
understanding or
ability to self-manage.
Combined, these findings suggest that strat-
egies to enhance patient understanding of
their illness, care plan, and what to expect
after hospital discharge, are likely to be
important components of successful read-
mission reduction programs.”

Another commonly endorsed strategy
to prevent readmission was greater engage-
ment of home and community supports.
This entails enlisting the help of social
workers and community agencies to deliver
meals, provide transportation to doctors’
appointments, and so forth. “Inadequate
social support contributes to many readmis-
sions,” Dr. Herzig said. “Hospitalists should
request assistance from social workers in
helping to secure assistance for patients who
need these services.”

Provisioning of resources to patients to
help them manage their care after discharge
is also recommended. For example, engag-
ing nurses or pharmacists who can help with
issues that arise after discharge may help
keep patients out of the hospital.

“Hospitalists should be aware of what
resources are available to help patients
manage their care,” Dr. Herzig said. For
example, if a patient needs periodic blood
pressure monitoring, the hospitalist can tell
the patient about free blood pressure check-
points or suggest a home-automated blood
pressure monitor.

The study also showed that improved
coordination of care between inpatient and
outpatient providers, such as sharing medi-
cal records, could reduce readmission rates.
“This allows for better inpatient care and
increased ability for primary care physicians
to react appropriately to issues arising after
discharge,” Dr. Herzig said. “In the absence
of a shared system, hospitalists should
complete discharge summaries in a timely
fashion and ensure that they’re promptly
transmitted to primary care physicians.”

Finally, the researchers believe that multi-
faceted, broadly applied interventions may
be more successful than those relying upon

Dr. Herzig

monkeybusinessimages/Thinkstock

This map reflects the number of hospitals in each state that will receive a penalty in fiscal year 2017 under the Hospital Read-
missions Reduction Program (HRRP). Performance reporting period for FY 2017 program year was July 1, 2012, to June 30,

2015.

individual providers choosing specific
services based on perceived risk factors. “This
is because a prior study’ demonstrated that
it is difficult to anticipate in advance which
patients will be readmitted, and, in our study,
physicians did not agree on the factors that
contributed to a given readmission,” Dr.
Herzig explained. “Because of these findings,
it becomes hard to rely on physicians to iden-
tify patients at increased risk for readmission,
and to direct services that correctly antici-
pate contributing factors. Instead, it seems
that programs aimed at improving general
processes for particular patient categories may
be more successful at reducing readmissions.”
For example, it might be better to use a transi-
tion coach for all patients over the age of 65,
rather than relying on physicians to decide
which patients are at high risk for readmission.

Dr. Herzig said it's important to note that
hospitalists and primary care physicians had
different appraisals of reasons for readmission.
Therefore, when designing readmission reduc-
tion programs or determining specific services
to prevent a readmission for a given patient,
itis important for hospitalists to obtain input
from primary care physicians to ensure that
they address all of the potential contributors

to readmission for a given patient.

Interviewing patients

regarding readmissions

After involved clinicians and independent
physician reviewers performed extensive
case reviews of more than 700 readmit-
ted patients,G Ashley Busuttil, MD, FHM,

associate section chief, hospital medi-

cine, University of California, Los Ange-
les, department of medicine, and execu-
tive medical director, medicine services,
UCLA department of medicine; and Erin
Dowling, MD, assistant clinical profes-
sor, general internal
medicine, hospital-
ist services, UCLA
Medical Center, Santa
Monica, Calif., and
their colleagues were
unable to identify
which readmissions
could have easily been
prevented, and found
that readmission
causality varied extensively.

Given this, the researchers set out to iden-
tify a more nuanced understanding of why
patients return to the hospital. They decided
to do this by talking to patients directly and
specifically studied patient readiness from
the patient perspective.

Through interviews with patients,
the researchers determined that patients
were more likely to think that their read-
missions were preventable if they felt
unready for discharge during their initial
hospitalization. This was despite the fact
that patients met what clinicians would
consider “ready” by objective, provider-
centric criteria: They were medically
stable, they had in-home support services,
they had follow-up arranged, and so
forth. As such, the researchers wanted to
put effort into educating and preparing
patients for what the patients’ homes will

Dr. Busuttil
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look and feel like posthospitalization to
address their feelings of unreadiness.

To that end, the researchers created an
enhanced transition initiative that included
showing an educational video near the time
of admission and a patient-centered discharge
checklist to help patients identify questions
they might have after discharge. The discharge
checklist asks patients to put themselves in
the position of being at home and to imagine
working through scenarios they might face so
they will know how to deal with such situa-
tions if they arise. For example, if you have
pain, who should you call? What should you
do if you run out of medication?

Dr. Dowling believes that the hospitalist
will, over time, become essential to assessing
patient readiness. “As
we learn more about
how patients approach
discharge, hospital-
ists’ understanding of
patient needs beyond
straightforward medi-
cal care will be crucial to
having smoother transi-
tions of care,” she said.

The researchers also
explored pain control. As a health system,
UCLA Medical Center has formed a
multidisciplinary task force to optimize its
approach to pain control. “If we can address
comfort — for both patients at high risk of
readmission and those that aren't — we hope
we can improve symptom control overall,”
Dr. Busuttil said. “It’s not uncommon for

CONTINUED ON PAGE 22
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“As we learn more about how patients approach discharge, hospitalists’
understanding of patient needs beyond straightforward medical care will be
crucial to having smoother transitions of care.”

—Erin Dowling, MD, assistant clinical professor, general internal medicine,
hospitalist services, UCLA Medical Center, Santa Monica, Callf.

CONTINUED FROM PAGE 20

patients to feel inadequate symptom control
at discharge. While this is likely only one
component of all the readmission pieces,
a patient who feels that their symptoms
are not controlled is likely to feel less ready
for discharge. Increasing patient readiness,
perhaps by increasing symptom control and
improving communication regarding symp-
tom management expectations, is a task that
the hospitalist is well positioned to address.”
In addition, a focus group that included
patient representatives was conducted to
identify potential discharge paperwork
enhancements. Patients were asked to
identify opportunities for improvement
in the health system’s discharge After Visit
Summary (AVS). “We were surprised to learn
that even though patients knew that they had
follow-up appointments, they were unable to
locate the follow-up appointment section on
the AVS,” Dr. Busuttil said. “We also learned
that the medication section was confusing.
Efforts for an AVS revision are underway.”
The researchers also wanted to find out
why patients may not use available outpa-
tient resources, and assessed them for deci-
sional conflict —a measure of certainty with
decision making — when selecting from
multiple options for accessing medical care
if they were home postdischarge and began
to feel ill again. “Patients with decisional
conflict were more likely to state that they
would go the emergency room rather than
call their primary medical physician or visit
an urgent care center,” Dr. Busuttil said.
The health system continues to screen
patients for decisional conflict. “When posi-
tive, we provide bedside education on when
to seek medical care through primary care,
urgent care, or the emergency department,”
Dr. Busuttil said. “We also provide patients

with information on how to access each of
these resources.”

While a prior discharge plan may have
seemed ideal on paper, time and time again
it’s not logistically possible for certain
patients. “By having this knowledge gleaned
from patient interviews, hospitalists are
able to provide feedback to health systems
regarding different options of outpatient
care that may work for the different patient
populations they serve,” Dr. Dowling said.

To understand why one particular patient
population is being readmitted requires
taking the time to understand that popula-
tion, Dr. Dowling noted. “While many vali-
dated risk stratification tools are available,
they may only serve as general guides,” she
said. “To impact the population you serve,
you must first understand the readmission
process as it looks to them.”

Employing the HOSPITAL score
In another effort to reduce hospital read-
missions, Jacques Donzé, MD, MSc, asso-
ciate physician, Bern University Hospi-
tal, Switzerland, and research associate,
Brigham and Women’s Hospital, Boston,
and his colleagues used the HOSPITAL
score to identify patients at high risk of
30-day potentially avoidable readmission.
To reduce hospital readmissions most
efficiently, hospitals need to target complex
and intensive discharge interventions for
patients at high risk of potentially avoidable
readmission who are more likely to bene-
fit.? “However, prior research indicates that
clinical health care providers are not able
to accurately identify which patients are at
high risk for readmission,” Dr. Donzé said.
In their large international multicenter
external validation study, Dr. Donzé and
his colleagues found that the HOSPITAL
score accurately predicted the risk of 30-day

potentially avoidable readmissions. The
HOSPITAL score is easy to use and can be
calculated before discharge, which makes it
a practical tool for identifying patients at
high risk for prevent-
able readmission and
the timely administra-
tion of high-intensity
interventions designed
to improve transitions
of care.?

Dr. Donzé believes
that several factors may
influence the perfor-
mance of a predic-
tion model, such as the initial selection of
the potential predictors, the quality of the
derivation method, including readily avail-
able predictors commonly available, and
including reliable factors that arent subject
to subjective evaluation. “All of these factors
can play a role in the performance and gener-
alizability of the HOSPITAL score,” he said.

When a patient is identified as high
risk to be readmitted, hospitalists can take
certain actions to prevent readmission.
“Interventions are more likely to be effective
when they include several components,”
Dr. Donzé said. “These include follow-up
phone calls and/or home visits, review of
the patient’s medication list, patient educa-
tion, and sending a discharge summary to
the patient’s primary care physician in a
timely manner. For now, enough evidence
for a specific effective multimodal interven-
tion to be generalizable to the majority of
patients is lacking.”

Currently, the HOSPITAL score has
been validated in approximately 180,000
patients in 14 hospitals across five coun-
tries and three continents — always showing
good performance and generalizability. The
HOSPITAL score includes seven variables

Dr. Donzé
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readily available before hospital discharge,
is easy to use, and is the most widely vali-
dated prediction model for readmission,
Dr. Donzé said.

Before being implemented into practice,
a score should ideally reach the highest
level of validation, that is, show its clinical
impact. “We expect that the score will not
only be able to accurately predict high-risk
patients, but using the score will also impact
patient care by reducing readmissions when
coupled with an appropriate intervention,”
Dr. Donzé said.

In summary, research has shown that a
variety of methods can be used to reduce
hospital readmissions, including study-
ing inpatient and outpatient physicians’
perspectives regarding factors contribut-
ing to readmission, interviewing patients
regarding readmissions, and identifying
patients at high risk of readmission using
the HOSPITAL score.

Many researchers are continuing their
studies in these areas.

Karen Appold is a medical writer in Penn-
sylvania.

Using hospitalist
reflections as a
means to reduce
readmissions

eadmission studies and the
Rdevclopment of readmission

scoring systems and prediction
tools rely on data from a large number
of patients, typically extracted from
administrative databases.

To complement this data, Deanne
Kashiwagi, MD,
consultant, hospi-
tal internal medi-
cine, Mayo Clinic,
Rochester, Minn.,
and her colleagues
asked hospitalists
to reflect upon the
readmissions of
patients for whom
they cared to add
insight into the culture of patient care
transitions within the health system.

“We felt there was some value in
considering these nuances of the local
care environment, which may not be
represented in studies drawing from
large databases, as potential targets for
readmission efforts,” she said.

Dr. Kashiwagi and her colleagues
developed a chart review tool to
guide hospitalists through reflection
about their patients’ admissions and
readmissions. “We included factors
frequently cited in the literature as
contributors to readmissions and

CONTINUED ON FOLLOWING PAGE
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‘Observationists’: Ready for prime time in
an internal medicine residency program

Dr. Nand is medical director, care
management & observation unit,
and associate program director,
internal medicine residency
program, at the University of
lllinois College of Medicine/
Advocate Christ Medical Center,
in Chicago.

he Institute of Medicine, in its report

“Hospital-Based Emergency Care —

At the Breaking Point,” has identified
Observation Units (OUs) as a “particularly
promising” technique to improve patient
flow.! Many hospitals across the coun-
try either already have them or are in the
process of establishing such units.

Multiple studies have shown that a highly
efficient OU can save billions in health care
costs.” Historically, such units have existed
within and are staffed by emergency depart-
ments. Since the implementation of the
two-midnight rule in October 2013, the
complexities of observation care changed
dramatically from run-of-the-mill 30- to
40-year-old chest pain patients to 80- to
90-year-olds with multiple comorbidities
being placed in observation.? In many cases,
this shifted the care out of the emergency
department and into the arena of hospital
medicine.

OUs are traditionally managed either
by emergency medicine or hospital-
ists. SHM, in a white paper, concluded:
“Collaboration between hospitalists,
emergency physicians, hospital adminis-
trators, and academicians will serve not
only to promote outstanding observation
care, but also to focus quality improve-
ment and research efforts for the observa-
tion unit of the 21st century.”

At our institution OUs are staffed by
internal medicine residents supervised by
faculty 24/7 year round. This, we believe,
is a unique model. We implemented our
model after a mini SWOT (strengths, weak-
nesses, opportunities, and threats ) analysis
in August 2014. The biggest strength was
that we were educating the next genera-
tion of “Observationists” as we improved

the quality of care delivered to our patients.
Our biggest opportunity was no existing
curriculum for teaching internal medicine
residents the art of observation medicine.
So we designed our own. Just like Peter
Drucker said, “The best way to predict the
future is to create it.”

The curriculum is extremely innovative
and exposes our residents to both the busi-
ness and administrative aspects of OUs.
Upon surveying our own residents anony-
mously within 6 months of instituting this
rotation, over 90% felt this to be a valuable
rotation toward their training. Since we went
live, some of our residents who have gradu-
ated are now leading OUs at other hospitals.

To measure our program outcomes,
we developed a dashboard with multiple
metrics for our team. With such data, this
rotation became an incubator for our resi-
dents for quality improvement projects.
They have developed, implemented, and
published multiple abstracts, presented
posters and even won the first place for
innovation at the Midwest Regional Soci-
ety of General Internal Medicine confer-
ence.>8

We have learned many lessons, and
every challenge has been addressed as an
opportunity. The first lesson was that we
needed strong physician leadership to
act as the gatekeeper to the unit. Second,
as the rotation matured, we always kept
our focus on high-quality patient care;
we created a quality dashboard which
includes length of stay, falls, and patient
satisfaction as examples. Last but not
least, we stayed mindful of stakeholder
buy in, which for us was primarily our
residents. We created the curriculum that
provides the next generation of internists

the broad experience of medicine, with
the appropriate amount of autonomy and
supervision. This, we believe, is a win-
win proposition for all stakeholders —
hospitals, physicians, residents, and most
importantly the patients we serve. Addi-
tionally, data at our institution show that
our resident-run units are educationally,
clinically, and financially beneficial to the
residency programs and the hospitals.

Teaching and exposure to observa-
tion medicine is not currently a main-
stay in many internal medicine residency
programs. Our program provides a frame-
work to establish an observation medicine
rotation, which exposes residents to quality
metrics and expands their scope of medical
education.
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added factors that our study group, after
a chart review of 40 patients’ readmis-
sions, identified as variables contribut-
ing to our own patients’ readmissions,”
Dr. Kashiwagi said. “Some of these
variables reflected our local care system,
such as our staffing model, which led to
some patients being cared for by more
than two hospitalists during their admis-
sion. The study group considered such
variables as potential contributors to
our own group’s readmissions, but they
were not necessarily common readmis-
sion risk factors identified in large-scale
studies.”

Dr. Kashiwagi believes that including
elements of local practice and culture
was the strength of their work. “Groups
interested in replicating this reflec-
tive process should consider including
factors specific to their practices that

may contribute to readmission,” she
said.

Asking hospitalists to perform reviews
has led to implementing changes. Physi-
cians were prompted to schedule earlier
follow-up appointments and nurse
practitioners and physician assistants
have worked to improve the quality of
their discharge summaries. The exercise
also engaged hospitalists in suggesting
system changes that might contribute to
decreased readmissions, such as a geria-
trician-run service (which was recently
begun) to provide multidisciplinary
acute geriatric care for older hospital-
ized adults.

“Although large-scale studies are clearly
important, readmission review at a more
granular level may have merit as well,”
Dr. Kashiwagi said, noting that such
reviews identify local practice factors
that groups may quickly act upon to
help decrease readmissions. “Hospitalists

readily engaged in this reflective exercise,
which yielded actionable information to
decrease readmissions.”

In commenting on why a similar
study’ didn’t mimic the results of Mayo
Clinic’s study, Dr. Kashiwagi said there
were some differences in methodol-
ogy that may explain the difference in
readmission rates. “First, this group
excluded patients on dialysis, which in
our study was a common comorbidity
of our readmitted patients,” she said.
“It is also notable that the chart review
tool was different. Perhaps there is less
representation of local factors unique to
that hospitalist group and their prac-
tice culture than on our review form.
These investigators also discussed their
readmissions at routine intervals. Addi-
tionally, their preintervention readmis-
sion rate was lower than Mayo Clinic’s
group, and although the readmission rate
trended downward postintervention, it

did not reach statistical significance.” Il
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Measuring hospital-acquired

infection in a new way

A new infection composite score can improve patient safety

very day, hospitalists struggle with

health care—associated infections,

which 1 in 25 patients experiences,
according to the Centers for Disease
Control and Prevention.

These infections are often discussed in
terms of the standardized infection ratio
(SIR), but that measure may not assess
overall performance, according to a study
suggesting a new measure that could help
large hospital systems better evaluate their
infection outcomes by comparing them
with those of their peers.

The researchers piloted an infection
composite score (ICS) in 82 hospitals
under a single health system. The ICS is
a combined score for central line—asso-
ciated bloodstream infections, catheter-
associated urinary tract infections, colon
and abdominal hysterectomy surgical site
infections, and hospital-onset methicillin-
resistant Staphylococcus aureus bacteremia

and Clostridium difficile infections. The

researchers calculated individual facil-
ity ICS scores and compared them with
system scores for baseline and perfor-
mance.

This gives hospitals a more current
picture of how they’re doing, compared
with the SIR, said Mohamad J. Fakih, MD,
MPH, of Ascension Health, Grosse Pointe
Woods, Mich., lead author of the study.
“The SIR is a ratio based on a baseline that’s
usually a few years prior; it’s not the year
directly before. So, when we published this
paper, some of the infections had a baseline
0f 2006 through 2008 for the central line
infections.”

Another difference is that the ICS gives
the six infections the same weight, rather
than combining them. “So, if you add
them up together and then you divide
by six, you get a score that tells you how
youre doing for infection, compared
[with] the whole system. If they have
a problem that’s related to many infec-

tions, then you know the culture of infec-
tion prevention in that hospital is much
worse. It’s not just one product. There’s
something much more worrisome for that
hospital.”

This simple score can be adjusted accord-
ing to a particular hospital’s needs. “Let’s
say you want to focus on additional infec-
tions that are publicly reported. You can add
them to that score,” Dr. Fakih says. “And
you can change the weight in a way depend-
ing on what you want to focus on, or, if
you want to focus on something more than
others, you can increase the weight.”
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Quick byte

s deprescribing
becoming a trend?

bout a third of adverse events during

hospitalizations involve a drug-re-

lated harm, resulting in longer hospi-
tal stays and increased costs, according to
the New York Times. “The Institute of
Medicine estimated that there are 400,000
preventable adverse drug events in hospitals
each year, costing $3.5 billion. One-fifth of
patients discharged from the hospital have
a drug-related complication after returning
home, many of which are preventable.”
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Hospitalists lead in palliative care

Study shows more palliative care consultations

(48%) of all palliative care referrals in hospitals in 2015.
The report comes from the Center to Advance Palliative

Care and the National Palliative Care Research Center.
“The most important finding from this analysis is the
near doubling of the number of people receiving palliative
care services in U.S. hospital palliative care programs, from
an average of 2.7% in 2009 to an average of 4.8% in 2015,”
said Diane Meier, MD, director of the Center to Advance
Palliative Care. “This suggests increasing recognition of the
benefits of palliative care by health professionals and greater

According to a recent report, hospitalists made nearly half

Improving outcomes for children

likelihood that those living with serious illness will receive
state-of-the-art care.”

The report shows that hospitalists are the No. 1 source
of referral to palliative care teams. “They see up close
the suffering of their patients and families, their need
for comprehensive whole-person care, and the beneficial
impact of the added layer of support that palliative care
provides,” she said.

“Hospitalists should work alongside their palliative care
colleagues to develop standardized screening tools so that
all patients and families who could benefit have access

with chronic conditions

to the best quality of care during serious and complex
illness,” Dr. Meier said. Hospitalists can also gain skills in
communicating about prognosis and conducting family
meetings, as well as safe and effective symptom manage-
ment, through the online clinical training curriculum
available at capc.org.
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A new approach to treatment shows benefits

cal Center improved outcomes for

50% of pediatric patients by rede-
signing the way it cares for children with
active chronic conditions, according to a
new study.

The hospital implemented a Condi-
tion Outcomes Improvement Initia-
tive, in which specialized clinical teams
applied quality improvement principles
to improve outcomes for pediatric patients
with chronic illnesses.

Each improvement team focused on a
specific chronic condition, such as juvenile
arthritis, asthma, chronic kidney disease,
or sickle cell disease. The improvement

Cincinnati Children’s Hospital Medi-

processes implemented included reviewing
evidence to choose which outcomes to meas-
ure, developing condition-specific patient
registries and data collection tools, classify-
ing patients into defined risk groups, plan-
ning care before and after visits, and provid-
ing self-management and caregiver/parent
support for patients and their families.
Study lead author Jennifer Lail, MD,
FAAPD, analyzed data from more than
27,000 pediatric patients from 18
improvement teams. Following imple-
mentation of the changes, half of patients
had an improved outcome, and 11 of the
18 chronic condition teams achieved the
goal of 20% improvement in their chosen

FDA approves two

new antibiotic tests
Two new ways to help hospitalists

use antibiotics more effectively

ospitalists have two new FDA-ap-
H proved tools available to help them
make antibiotic treatment decisions.
The first is the expanded use of the
Vidas Brahms PCT Assay, intended to be
used in the hospital or emergency room.
The test uses — for the first time — procalci-
tonin (PCT), a protein associated with the
body’s response to a bacterial infection, as a
biomarker that can help hospitalists make
antibiotic management decisions in patients
with those conditions. The results can help
them determine if antibiotic treatment
should be started or stopped in patients
with lower respiratory tract infections (such
as community-acquired pneumonia) and
stopped in patients with sepsis.

The FDA has also allowed marketing of
the PhenoTest BC Kit. This one is another
first, the first test to identify organisms
causing bloodstream infections and provide
information about the antibiotics to which
the organism is likely to respond.

The test can identify bacteria or yeast from
a positive blood culture in approximately 1.5
hours (compared with traditional identifica-
tion and antibiotic susceptibility tests, which
can take one to two days). The test can iden-
tify 14 different species of bacteria and two
species of yeast that cause bloodstream infec-
tions. It also provides antibiotic sensitivity
information on 18 antibiotics. In addition,
the test will identify the presence of two indi-
cators of antibiotic resistance.

For more information on joining SHM and on the “Year of the

Hospitalist,” visit www.hospitalmedicine.org.

clinical outcome, suggesting that clinical
teams implementing quality improve-
ment methods with multidisciplinary
support can improve outcomes for popu-
lations with chronic conditions.
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KEY
CLINICAL
QUESTION

How to manage bleeding In

patients taking direct oral
anticoagulants (DOACSs)

DOACs carry a low but significant risk of bleeding, including life-threatening bleeding

By Tyler Albert, MD; David Garcia, MD; Scott Hagan, MD; and Ronald Huang, MD, MP

* The risk of major bleeding,
and the case fatality
rate of major bleeding,
is significantly lower in
patients taking DOACs
versus VKAs

* For the majority of patients
with bleeding on DOACs,
supportive care and
withholding anticoagulation
is sufficient

e |darucizumab is a novel
and effective antidote to
dabigatran, but should be
reserved for patients with
life-threatening bleeding

¢ Patients with DOAC-
associated bleeding
should be restarted on
anticoagulation as soon as
itis safe to do so

The case

A 72-YEAR-OLD MAN with a history of nonvalvular atrial
fibrillation (AF) and hypertension presents to the ER after an
episode of hematochezia. He is prescribed dabigatran 150 mg
twice daily for his AF and took his evening dose 2 hours prior to
presentation. His initial exam reveals vital signs of BP 120/55,
HR 105, RR 14, and bright red stool on recta% exam. His hemo-

lobin is 8.1 g/dL, down from 12.0 g/dL one month ago. He
ﬁas normal renal function. How should you manage his gastro-

intestinal bleeding?

Background

Direct oral anticoagulants (DOACs)
consist of two classes of drugs: oral factor
Xa inhibitors (apixaban, edoxaban, and
rivaroxaban) and direct thrombin inhibi-
tors (dabigatran). They have gained
substantial popularity since their commer-
cial introduction in 2010, and are now
Food and Drug Administration approved
for the treatment of atrial fibrillation (AF)
and venous thromboembolism (VTE) in
noncancer patients. DOAC use will likely
increase given favorable safety profiles, reli-
able pharmacokinetics, and recent guide-
lines recommending their use over vitamin
Kantagonists (VKAs) for treatment of VTE
in noncancer patients.!

A primary concern about the routine use
of DOAC:s has been the lack of commer-
cially available direct reversal agents. Unlike
warfarin, which has an effective rapid anti-
dote, no direct reversal agent is available for
Xa inhibitors, and only recently has there
been FDA approval for idarucizumab, a
direct thrombin inhibitor reversal drug.
Therefore, clinicians are often left wonder-
ing how to manage bleeding episodes in
patients receiving DOACs.

Literature review

What is the risk of bleeding for patients taking
DOACs?

DOAC: carry a low but significant risk of
bleeding, including life-threatening bleed-

&iiéi‘ F

ing. There are now robust data from more
than 100,000 patients in randomized
clinical trials of nonvalvular AF and VTE
comparing the risk of major and fatal bleed-
ing between DOACs and VKAs.? These
trials reveal an annual major bleeding rate
0f 2%-4% in patients with AF and 1%-2%
in patients with VTE taking DOAC:s.
Importantly, DOACs were found to
carry a statistically lower risk of major and
fatal bleeding than VKAs. Patients taking
DOAC: have a relative risk of major bleed-
ing of 0.72, compared with VKAs, and a
RR of fatal bleeding of 0.53. Addition-
ally, the case fatality rate for major bleed-
ing episodes was 7.6% for DOAC:s versus
11.0% for warfarin, despite not having
an available antidote for DOAC:s in these
trials.’ Although there is an increased risk
of bleeding from DOAC:s, the rates of major
bleeding and of serious complications from
bleeding are lower than with warfarin.

How long does the effect of a DOAC last?

A significant advantage of DOACs over
VKAs in the setting of bleeding is their
shorter half-lives, which range from a low
estimate of 5 hours for rivaroxaban to a
high estimate of 17 hours for dabigatran®
(Table 1). Given that it takes 4-5 half-lives
for a drug to be functionally eliminated,
coagulation typically normalizes in patients
taking DOACs within 1-3 days, compared
with 3-5 days for warfarin. All DOACs have

30 THE HOSPITALIST I SEPTEMBER 2017 I www.the-hospitalist.org

significant renal clearance, and renal failure
will prolong the duration of anticoagula-
tion. For patients who are taking DOACs
and present with bleeding, it is important
to assess their renal function.

Are coagulation tests helpful when assessing
the effect of DOACs?

Prothrombin time (PT/INR) and acti-
vated partial thromboplastin time (aPTT)
should be measured in all patients present-
ing with significant bleeding, whether or
not the patient is taking a DOAC. PT and
aPTT are commonly elevated for patients
taking direct thrombin inhibitors and Xa
inhibitors. Although a prolonged PT and/
oraPTT can be useful in determining if the
anticoagulant effect from DOAGC: is still
present, normal values of these tests do not
rule out an anticoagulant effect in patients
taking DOACs.”!° Thrombin Time (T'T)
is a widely available test with quick results,
and a normal value rules out the therapeutic
effect of dabigatran. Finally, the anti—factor
Xa assay is a sensitive test for Xa inhibitors,
but requires calibration to the DOAC of
interest in order to be reliable. Clinicians
should consult with their institution’s labo-
ratory prior to using an anti—factor Xa level
to test the anticoagulant effect of a specific
DOAC. Repeat coagulation testing may
be useful in some clinical circumstances,
especially if a patient has renal impairment.

Are there reversal agents for DOACs?

In October 2015, the FDA approved idaru-
cizumab, a monoclonal antibody fragment
that binds dabigatran with much greater
affinity than thrombin, thus quickly revers-
ing the effect of the direct thrombin inhibi-
tor. FDA approval came in response to an
interim analysis of an ongoing open-label
trial, RE-VERSE AD.!! This study enrolled
90 adults with major bleeding or need for
an emergency procedure taking dabigatran
to receive idarucizumab (2.5 g in 50 mL
rapid infusion dose given twice less than
15 minutes apart for a total of 5 g). Idaru-
cizumab immediately reversed the effect of
dabigatran on clotting tests in 88%-98% of
the patients. For patients with major bleed-
ing, the median time for bleeding cessation
was 11.4 hours. One thrombotic event was
reported within 72 hours of drug administra-
tion. Therefore, in patients taking dabigatran
with an elevated TT, idarucizumab may be
used if the bleeding is life threatening and

CONTINUED ON PAGE 32
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Table 1: Pharmacologic Profiles of Xa and Direct Thrombin Inhibitors4-8, 23

(. t,,» CrCl 50-80 t,, CrCl < 30 Dialyzable?
Apixaban 3-4h 15h 17h No
Dabigatran 1-3h 17 h 28 h Yes
Edoxaban 1-2h 10-14 h no data No
Rivaroxaban 2-4h 5-9h 10h No

tmax = time to peak serum concentration after ingestion, t1/2= serum half-life, CrCl= creatinine clearance in mL/min
*Average values assuming normal hepatic function. Aside from dabigatran, which has minimal hepatic clearance, all other DOAC:s can have prolonged half-lives in hepatic impairment.

refractory to initial supportive measures. agent is andexanet-alfa, an inactivated form | trial'? reported a decrease in anti—factor Xa = 67 patients with life-threatening bleeding,
There are no FDA-approved antidotes | of factor Xa that irreversibly binds Xa inhib-  activity of ~90% after bolus administration | with clinical hemostasis achieved in 79% in
for the factor Xa inhibitors. One promising ' itors. The ongoing, open-label ANNEXA-4 | of the drug followed by 2-hour infusion in | patients by 12 hours. However, thrombotic

SAMSCA® (tolvaptan) tablets for oral use

BRIEF SUMMARY OF PRESCRIBING INFORMATION (For complete details, please see
Full Prescribing Information and Medication Guide.)

WARNING: INITIATE AND RE-INITIATE IN A HOSPITAL AND MONITOR
SERUM SODIUM

SAMSCA should be initiated and re-initiated in patients only in a hospital
where serum sodium can be monitored closely. Too rapid correction of
hyponatremia (e.g., >12 mEq/L/24 hours) can cause osmotic demyelination
resulting in dysarthria, mutism, dysphagia, lethargy, affective changes,
spastic quadriparesis, seizures, coma and death. In susceptible patients,
including those with severe malnutrition, alcoholism or advanced liver
disease, slower rates of correction may be advisable.

INDICATIONS AND USAGE: SAMSCA is indicated for the treatment of clinically
significant hypervolemic and euvolemic hyponatremia (serum sodium <125 mEq/L
or less marked hyponatremia that is symptomatic and has resisted correction with
fluid restriction), including patients with heart failure and Syndrome of Inappropriate
Antidiuretic Hormone (SIADH).

Important Limitations: Patients requiring intervention to raise serum sodium
urgently to prevent or to treat serious neurological symptoms should not be treated
with SAMSCA. It has not been established that raising serum sodium with SAMSCA
provides a symptomatic benefit to patients.

CONTRAINDICATIONS: SAMSCA is contraindicated in the following conditions:

Urgent Need to Raise Serum Sodium Acutely: SAMSCA has not been studied in a
setting of urgent need to raise serum sodium acutely.

Inability of the Patient to Sense or Appropriately Respond to Thirst: Patients
who are unable to auto-regulate fluid balance are at substantially increased risk of
incurring an overly rapid correction of serum sodium, hypernatremia and hypovolemia.

Hypovolemic Hyponatremia: Risks associated with worsening hypovolemia, including
complications such as hypotension and renal failure, outweigh possible benefits.

Concomitant Use of Strong CYP 3A Inhibitors: Ketoconazole 200 mg administered
with tolvaptan increased tolvaptan exposure by 5-fold. Larger doses would be
expected to produce larger increases in tolvaptan exposure. There is not adequate
experience to define the dose adjustment that would be needed to allow safe use of
tolvaptan with strong CYP 3A inhibitors such as clarithromycin, ketoconazole,
itraconazole, ritonavir, indinavir, nelfinavir, saquinavir, nefazodone, and telithromycin.

Anuric Patients: In patients unable to make urine, no clinical benefit can be expected.

Hypersensitivity: SAMSCA is contraindicated in patients with hypersensitivity (e.g.
anaphylactic shock, rash generalized) to tolvaptan or any component of the product.

WARNINGS AND PRECAUTIONS:

Too Rapid Correction of Serum Sodium Can Cause Serious Neurologic Sequelae
(see BOXED WARNING): Osmotic demyelination syndrome is a risk associated with
too rapid correction of hyponatremia (e.g., >12 mEq/L/24 hours). Osmotic
demyelination results in dysarthria, mutism, dysphagia, lethargy, affective changes,
spastic quadriparesis, seizures, coma or death. In susceptible patients, including
those with severe malnutrition, alcoholism or advanced liver disease, slower rates of
correction may be advisable. In controlled clinical trials in which tolvaptan was
administered in titrated doses starting at 15 mg once daily, 7% of tolvaptan-treated
subjects with a serum sodium <130 mEq/L had an increase in serum sodium greater
than 8 mEq/L at approximately 8 hours and 2% had an increase greater than 12
mEg/L at 24 hours. Approximately 1% of placebo-treated subjects with a serum
sodium <130 mEq/L had a rise greater than 8 mEq/L at 8 hours and no patient had
a rise greater than 12 mEq/L/24 hours. Osmotic demyelination syndrome has been
reported in association with SAMSCA therapy. Patients treated with SAMSCA should
be monitored to assess serum sodium concentrations and neurologic status,
especially during initiation and after titration. Subjects with SIADH or very low
baseline serum sodium concentrations may be at greater risk for too-rapid correction
of serum sodium. In patients receiving SAMSCA who develop too rapid a rise in
serum sodium, discontinue or interrupt treatment with SAMSCA and consider
administration of hypotonic fluid. Fluid restriction during the first 24 hours of therapy
with SAMSCA may increase the likelihood of overly-rapid correction of serum
sodium, and should generally be avoided. Co-administration of diuretics also
increases the risk of too rapid correction of serum sodium and such patients should
undergo close monitoring of serum sodium.

Liver Injury: SAMSCA can cause serious and potentially fatal liver injury. In a
placebo-controlled and open label extension study of chronically administered
tolvaptan in patients with autosomal dominant polycystic kidney disease, cases of
serious liver injury attributed to tolvaptan were observed. An increased incidence of
ALT greater than three times the upper limit of normal was associated with tolvaptan
(42/958 or 4.4%) compared to placebo (5/484 or 1.0%). Cases of serious liver injury
were generally observed starting 3 months after initiation of tolvaptan although
elevations of ALT occurred prior to 3 months. Patients with symptoms that may
indicate liver injury, including fatigue, anorexia, right upper abdominal discomfort,
dark urine or jaundice should discontinue treatment with SAMSCA. Limit duration of
therapy with SAMSCA to 30 days. Avoid use in patients with underlying liver disease,
including cirrhosis, because the ability to recover from liver injury may be impaired.

Dehydration and Hypovolemia: SAMSCA therapy induces copious aquaresis,
which is normally partially offset by fluid intake. Dehydration and hypovolemia can
occur, especially in potentially volume-depleted patients receiving diuretics or those
who are fluid restricted. In multiple-dose, placebo-controlled trials in which 607
hyponatremic patients were treated with tolvaptan, the incidence of dehydration was
3.3% for tolvaptan and 1.5% for placebo-treated patients. In patients receiving
SAMSCA who develop medically significant signs or symptoms of hypovolemia,
interrupt or discontinue SAMSCA therapy and provide supportive care with careful
management of vital signs, fluid balance and electrolytes. Fluid restriction during
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therapy with SAMSCA may increase the risk of dehydration and hypovolemia.
Patients receiving SAMSCA should continue ingestion of fluid in response to thirst.

Co-administration with Hypertonic Saline: Concomitant use with hypertonic
saline is not recommended.

Drug Interactions:
Other Drugs Affecting Exposure to Tolvaptan:

CYP 3A Inhibitors: Tolvaptan is a substrate of CYP 3A. CYP 3A inhibitors can lead to
a marked increase in tolvaptan concentrations. Do not use SAMSCA with strong
inhibitors of CYP 3A and avoid concomitant use with moderate CYP 3A inhibitors.

CYP 3A Inducers: Avoid co-administration of CYP 3A inducers (e.g., rifampin,
rifabutin, rifapentin, barbiturates, phenytoin, carbamazepine, St. John’s Wort) with
SAMSCA, as this can lead to a reduction in the plasma concentration of tolvaptan
and decreased effectiveness of SAMSCA treatment. If co-administered with CYP 3A
inducers, the dose of SAMSCA may need to be increased.

P-gp Inhibitors: The dose of SAMSCA may have to be reduced when SAMSCA is
co-administered with P-gp inhibitors, e.g., cyclosporine.

Hyperkalemia or Drugs that Increase Serum Potassium: Treatment with
tolvaptan is associated with an acute reduction of the extracellular fluid volume
which could result in increased serum potassium. Serum potassium levels should be
monitored after initiation of tolvaptan treatment in patients with a serum potassium
>5 mEg/L as well as those who are receiving drugs known to increase serum
potassium levels.

ADVERSE REACTIONS:

Clinical Trials Experience: Because clinical trials are conducted under widely
varying conditions, adverse reactions rates observed in the clinical trials of a drug
cannot be directly compared to rates in the clinical trials of another drug and may not
reflect the rates observed in practice. The adverse event information from clinical
trials does, however, provide a basis for identifying the adverse events that appear
to be related to drug use and for approximating rates. In multiple-dose, placebo-
controlled trials, 607 hyponatremic patients (serum sodium <135 mEq/L) were
treated with SAMSCA. The mean age of these patients was 62 years; 70% of patients
were male and 82% were Caucasian. One hundred eighty-nine (189) tolvaptan-
treated patients had a serum sodium <130 mEg/L, and 52 patients had a serum
sodium <125 mEq/L. Hyponatremia was attributed to cirrhosis in 17% of patients,
heart failure in 68% and SIADH/other in 16%. Of these patients, 223 were treated
with the recommended dose titration (15 mg titrated to 60 mg as needed to raise
serum sodium). Overall, over 4,000 patients have been treated with oral doses of
tolvaptan in open-label or placebo-controlled clinical trials. Approximately 650 of
these patients had hyponatremia; approximately 219 of these hyponatremic patients
were treated with tolvaptan for 6 months or more. The most common adverse
reactions (incidence >5% more than placebo) seen in two 30-day, double-blind,
placebo-controlled hyponatremia trials in which tolvaptan was administered in
titrated doses (15 mg to 60 mg once daily) were thirst, dry mouth, asthenia,
constipation, pollakiuria or polyuria and hyperglycemia. In these trials, 10% (23/223)
of tolvaptan-treated patients discontinued treatment because of an adverse event,
compared to 12% (26/220) of placebo-treated patients; no adverse reaction resulting
in discontinuation of trial medication occurred at an incidence of >1% in tolvaptan-
treated patients.

Table 1 lists the adverse reactions reported in tolvaptan-treated patients with
hyponatremia (serum sodium <135 mEq/L) and at a rate at least 2% greater than
placebo-treated patients in two 30-day, double-blind, placebo-controlled trials. In
these studies, 223 patients were exposed to tolvaptan (starting dose 15 mg, titrated
to 30 and 60 mg as needed to raise serum sodium). Adverse events resulting in
death in these trials were 6% in tolvaptan-treated-patients and 6% in placebo-
treated patients.

Table 1. Adverse Reactions (>2% more than placebo) in Tolvaptan-Treated
Patients in Double-Blind, Placebo-Controlled Hyponatremia Trials

System Organ Class Tolvaptan Placebo
MedDR_Il_: :’r:leferred 15 r(:lgidggéf)i_onn(lgl)day (N = 220); n (%)
;N (%
Gastrointestinal Disorders
Dry mouth 28 (13) 94
Constipation 16 (7) 4(2)
General Disorders and Administration Site Conditions
Thirst? 35 (16) 11 (5)
Asthenia 19(9) 9(4)
Pyrexia 9(4) 2(1)
Metabolism and Nutrition Disorders
Hyperglycemia® 14 (6) 2(1)
Anorexia® 8 (4) 2(1)
Renal and Urinary Disorders
Pollakiuria or polyuria® 25(11) | 7(3)

The following terms are subsumed under the referenced ADR in Table 1:
polydipsia; °diabetes mellitus; °decreased appetite; ‘urine output increased,
micturition urgency, nocturia

In a subgroup of patients with hyponatremia (N = 475, serum sodium <135 mEq/L)
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events occurred in 18% of the patients at 1
month. Additional safety and efficacy data,
along with plans for postmarket surveil-
lance, will be needed prior to approval for
clinical use.

Are there other options to obtain hemostasis?
Clotting factor products, specifically fresh
frozen plasma (FFP) and prothrombin
complex concentrates (PCCs), are often
used to attempt to reverse anticoagulation
from DOACs. While FFP alone has no
evidence to support its use in reversing the
effect of DOACs, PCCs might reverse anti-
coagulation for both Xa inhibitors and direct
thrombin inhibitors.!> Some experts recom-

mend unactivated PCC over activated PCC
because of a theoretically increased throm-
botic risk of activated PCC.!* For patients
taking Xa inhibitors or dabigatran (if idaru-
cizumab is unavailable) with life-threatening
bleeding, PCC should be used in an attempt
to reverse the bleeding.

Another strategy to promote hemostasis in
bleeding patients taking DOAC:s s to use anti-
fibrinolytics. Effective for control of bleeding
in trauma and surgical patients, tranexamic
acid has not been widely studied in nonsur-
gical bleeding, much less DOAC-related
nonsurgical bleeding. A 2014 Cochrane
review of a small number of trials suggested
a possible mortality benefit from its use in

upper GI bleeding, but the quality of included
trials was poor.!> The ongoing HALT-IT trial,
enrolling 8,000 patients with gastrointestinal
bleeding, aims to clarify the mortality bene-
fit of tranexamic acid.'® Despite effectively
promoting hemostasis in many populations of
bleeding patients, tranexamic acid carries no
discernible thrombotic risk.!”8 By preventing
clot degradation through a downstream mech-
anism at low cost and risk, antifibrinolytics are
a practical adjunctive therapy to control major
bleeding in patients on DOACs.

Can charcoal or dialysis reduce the systemic
concentration of DOACs?
In addition to discontinuing the DOAC,

SAMSCA® (tolvaptan)

enrolled in a double-blind, placebo-controlled trial (mean duration of treatment was
9 months) of patients with worsening heart failure, the following adverse reactions
occurred in tolvaptan-treated patients at a rate at least 2% greater than placebo:
mortality (42% tolvaptan, 38% placebo), nausea (21% tolvaptan, 16% placebo),
thirst (12% tolvaptan, 2% placebo), dry mouth (7% tolvaptan, 2% placebo) and
polyuria or pollakiuria (4% tolvaptan, 1% placebo).

Gastrointestinal bleeding in patients with cirrhosis: In patients with cirrhosis treated
with tolvaptan in the hyponatremia trials, gastrointestinal bleeding was reported in 6
out of 63 (10%) tolvaptan-treated patients and 1 out of 57 (2%) placebo treated
patients. The following adverse reactions occurred in <2% of hyponatremic patients
treated with SAMSCA and at a rate greater than placebo in double-blind placebo-
controlled trials (N = 607 tolvaptan; N = 518 placebo) or in <2% of patients in an
uncontrolled trial of patients with hyponatremia (N = 111) and are not mentioned
elsewhere in the label: Blood and Lymphatic System Disorders: Disseminated
intravascular coagulation; Cardiac Disorders: Intracardiac thrombus, ventricular
fibrillation; Investigations: Prothrombin time prolonged; Gastrointestinal Disorders:
Ischemic colitis; Metabolism and Nutrition Disorders: Diabetic ketoacidosis;
Musculoskeletal and Connective Tissue Disorders: Rhabdomyolysis; Nervous System:
Cerebrovascular accident; Renal and Urinary Disorders: Urethral hemorrhage;
Reproductive System and Breast Disorders (female): Vaginal hemorrhage;
Respiratory, Thoracic, and Mediastinal Disorders: Pulmonary embolism, respiratory
failure; Vascular disorder: Deep vein thrombosis.

Postmarketing Experience: The following adverse reactions have been identified
during post-approval use of SAMSCA. Because these reactions are reported
voluntarily from a population of an unknown size, it is not always possible to reliably
estimate their frequency or establish a causal relationship to drug exposure.

Neurologic: Osmotic demyelination syndrome; Investigations: Hypernatremia.
Removal of excess free body water increases serum osmolality and serum sodium
concentrations. All patients treated with tolvaptan, especially those whose serum
sodium levels become normal, should continue to be monitored to ensure serum
sodium remains within normal limits. If hypernatremia is observed, management
may include dose decreases or interruption of tolvaptan treatment, combined with
modification of free-water intake or infusion. During clinical trials of hyponatremic
patients, hypernatremia was reported as an adverse event in 0.7% of patients
receiving tolvaptan vs. 0.6% of patients receiving placebo; analysis of laboratory
values demonstrated an incidence of hypernatremia of 1.7% in patients receiving
tolvaptan vs. 0.8% in patients receiving placebo. Immune System Disorders:
Hypersensitivity reactions including anaphylactic shock and rash generalized.

DRUG INTERACTIONS:
Effects of Drugs on Tolvaptan:

Ketoconazole and Other Strong CYP 3A Inhibitors: SAMSCA is metabolized
primarily by CYP 3A. Ketoconazole is a strong inhibitor of CYP 3A and also an inhibitor
of P-gp. Co-administration of SAMSCA and ketoconazole 200 mg daily results in a
5-fold increase in exposure to tolvaptan. Co-administration of SAMSCA with 400 mg
ketoconazole daily or with other strong CYP 3A inhibitors (e.g., clarithromycin,
itraconazole, telithromycin, saquinavir, nelfinavir, ritonavir and nefazodone) at the
highest labeled dose would be expected to cause an even greater increase in tolvaptan
exposure. Thus, SAMSCA and strong CYP 3A inhibitors should not be co-administered.

Moderate CYP 3A Inhibitors: The impact of moderate CYP 3A inhibitors (e.g.,
erythromycin, fluconazole, aprepitant, diltiazem and verapamil) on the exposure to
co-administered tolvaptan has not been assessed. A substantial increase in the
exposure to tolvaptan would be expected when SAMSCA is co-administered with
moderate CYP 3A inhibitors. Co-administration of SAMSCA with moderate CYP 3A
inhibitors should therefore generally be avoided. Grapefruit Juice: Co-administration
of grapefruit juice and SAMSCA results in a 1.8-fold increase in exposure to
tolvaptan. P-gp Inhibitors: Reduction in the dose of SAMSCA may be required in
patients concomitantly treated with P-gp inhibitors, such as e.g., cyclosporine,
based on clinical response. Rifampin and Other CYP 3A Inducers: Rifampin is an
inducer of CYP 3A and P-gp. Co-administration of rifampin and SAMSCA reduces
exposure to tolvaptan by 85%. Therefore, the expected clinical effects of SAMSCA in
the presence of rifampin and other inducers (e.g., rifabutin, rifapentin, barbiturates,
phenytoin, carbamazepine and St. John’s Wort) may not be observed at the usual
dose levels of SAMSCA. The dose of SAMSCA may have to be increased. Lovastatin,
Digoxin, Furosemide, and Hydrochlorothiazide: Co-administration of lovastatin,
digoxin, furosemide, and hydrochlorothiazide with SAMSCA has no clinically relevant
impact on the exposure to tolvaptan.

Effects of Tolvaptan on Other Drugs: Digoxin: Digoxin is a P-gp substrate.
Co-administration of SAMSCA with digoxin increased digoxin AUC by 20% and
Cmax by 30%. Warfarin, Amiodarone, Furosemide, and Hydrochlorothiazide:
Co-administration of tolvaptan does not appear to alter the pharmacokinetics of
warfarin, furosemide, hydrochlorothiazide, or amiodarone (or its active metabolite,
desethylamiodarone) to a clinically significant degree. Lovastatin: SAMSCA is a
weak inhibitor of CYP 3A. Co-administration of lovastatin and SAMSCA increases the
exposure to lovastatin and its active metabolite lovastatin-p hydroxyacid by factors
of 1.4 and 1.3, respectively. This is not a clinically relevant change.

Pharmacodynamic Interactions: Tolvaptan produces a greater 24 hour urine
volume/excretion rate than does furosemide or hydrochlorothiazide. Concomitant
administration of tolvaptan with furosemide or hydrochlorothiazide results in a
24 hour urine volume/excretion rate that is similar to the rate after tolvaptan
administration alone. Although specific interaction studies were not performed, in
clinical studies tolvaptan was used concomitantly with beta-blockers, angiotensin
receptor blockers, angiotensin converting enzyme inhibitors and potassium sparing
diuretics. Adverse reactions of hyperkalemia were approximately 1-2% higher when
tolvaptan was administered with angiotensin receptor blockers, angiotensin
converting enzyme inhibitors and potassium sparing diuretics compared to
administration of these medications with placebo. Serum potassium levels should be

monitored during concomitant drug therapy. As a V.-receptor antagonist, tolvaptan
may interfere with the V,-agonist activity of desmopressin (dDAVP). In a male subject
with mild Von Willebrand (vW) disease, intravenous infusion of dDAVP 2 hours after
administration of oral tolvaptan did not produce the expected increases in vW Factor
Antigen or Factor VIII activity. It is not recommended to administer SAMSCA with
V-agonist.

USE IN SPECIFIC POPULATIONS: There is no need to adjust dose based on age,
gender, race, or cardiac function.

Pregnancy: Pregnancy Category C. There are no adequate and well controlled studies
of SAMSCA use in pregnant women. In animal studies, cleft palate, brachymelia,
microphthalmia, skeletal malformations, decreased fetal weight, delayed fetal
ossification, and embryo-fetal death occurred. SAMSCA should be used during
pregnancy only if the potential benefit justifies the potential risk to the fetus. In
embryo-fetal development studies, pregnant rats and rabbits received oral tolvaptan
during organogenesis. Rats received 2 to 162 times the maximum recommended
human dose (MRHD) of tolvaptan (on a body surface area basis). Reduced fetal
weights and delayed fetal ossification occurred at 162 times the MRHD. Signs of
maternal toxicity (reduction in body weight gain and food consumption) occurred at
16 and 162 times the MRHD. When pregnant rabbits received oral tolvaptan at 32 to
324 times the MRHD (on a body surface area basis), there were reductions in
maternal body weight gain and food consumption at all doses, and increased
abortions at the mid and high doses (about 97 and 324 times the MRHD). At 324
times the MRHD, there were increased rates of embryo-fetal death, fetal
microphthalmia, open eyelids, cleft palate, brachymelia and skeletal malformations.

Labor and Delivery: The effect of SAMSCA on labor and delivery in humans is unknown.

Nursing Mothers: It is not known whether SAMSCA is excreted into human milk.
Tolvaptan is excreted into the milk of lactating rats. Because many drugs are
excreted into human milk and because of the potential for serious adverse reactions
in nursing infants from SAMSCA, a decision should be made to discontinue nursing
or SAMSCA, taking into consideration the importance of SAMSCA to the mother.

Pediatric Use: Safety and effectiveness of SAMSCA in pediatric patients have not
been established.

Geriatric Use: Of the total number of hyponatremic subjects treated with SAMSCA
in clinical studies, 42% were 65 and over, while 19% were 75 and over. No overall
differences in safety or effectiveness were observed between these subjects and
younger subjects, and other reported clinical experience has not identified
differences in responses between the elderly and younger patients, but greater
sensitivity of some older individuals cannot be ruled out. Increasing age has no effect
on tolvaptan plasma concentrations.

Use in Patients with Hepatic Impairment: Moderate and severe hepatic
impairment do not affect exposure to tolvaptan to a clinically relevant extent. Avoid
use of tolvaptan in patients with underlying liver disease.

Use in Patients with Renal Impairment: No dose adjustment is necessary based
on renal function. There are no clinical trial data in patients with CrCl <10 mL/min,
and, because drug effects on serum sodium levels are likely lost at very low levels
of renal function, use in patients with a CrCl <10 mL/min is not recommended. No
benefit can be expected in patients who are anuric.

Use in Patients with Congestive Heart Failure: The exposure to tolvaptan in
patients with congestive heart failure is not clinically relevantly increased. No dose
adjustment is necessary.

OVERDOSAGE: Single oral doses up to 480 mg and multiple doses up to 300 mg
once daily for 5 days have been well tolerated in studies in healthy subjects. There
is no specific antidote for tolvaptan intoxication. The signs and symptoms of an
acute overdose can be anticipated to be those of excessive pharmacologic effect: a
rise in serum sodium concentration, polyuria, thirst, and dehydration/hypovolemia.
The oral LDs, of tolvaptan in rats and dogs is >2000 mg/kg. No mortality was
observed in rats or dogs following single oral doses of 2000 mg/kg (maximum
feasible dose). A single oral dose of 2000 mg/kg was lethal in mice, and symptoms
of toxicity in affected mice included decreased locomotor activity, staggering gait,
tremor and hypothermia.

If overdose occurs, estimation of the severity of poisoning is an important first step.
A thorough history and details of overdose should be obtained, and a physical
examination should be performed. The possibility of multiple drug involvement
should be considered.

Treatment should involve symptomatic and supportive care, with respiratory, ECG
and blood pressure monitoring and water/electrolyte supplements as needed. A
profuse and prolonged aquaresis should be anticipated, which, if not matched by
oral fluid ingestion, should be replaced with intravenous hypotonic fluids, while
closely monitoring electrolytes and fluid balance.

ECG monitoring should begin immediately and continue until ECG parameters are
within normal ranges. Dialysis may not be effective in removing tolvaptan because
of its high binding affinity for human plasma protein (>99%). Close medical
supervision and monitoring should continue until the patient recovers.

To report SUSPECTED ADVERSE REACTIONS, contact Otsuka America
Pharmaceutical, Inc. at 1-800-438-9927 or FDA at 1-800-FDA-1088 or
www.fda.gov/medwatch.

For more information about SAMSCA, call 1-877-726-7220 or go to www.samsca.com.
Manufactured by Otsuka Pharmaceutical Co., Ltd., Tokyo, 101-8535 Japan
Distributed and marketed by Otsuka America Pharmaceutical, Inc., Rockville, MD 20850

SAMSCA is a registered trademark of Otsuka Pharmaceutical Co., Ltd., Tokyo,
101-8535 Japan
© 2017 Otsuka Pharmaceutical Co., Ltd.
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both charcoal and dialysis can reduce the
systemic concentration of DOAG:. If the
ingestion was recent, oral activated char-
coal can reduce the systemic absorption of
DOAC:. To date there are no data on the
efficacy of charcoal in bleeding patients
taking DOACs. However, in two recent
trials, administration of a single dose of
charcoal in healthy patients led to signifi-
cantly decreased area under concentration-
time curves (AUC) when given at 6 and
8 hours after ingestion of a therapeutic
dose of apixaban and rivaroxaban, respec-
tively.!%20 While further studies are needed
to confirm its clinical benefit, charcoal is
recommended for major bleeding when
given within 2 hours of ingestion of a
DOAC and may be useful within 8 hours.

Unlike charcoal, which can be used for
patients on Xa inhibitors or dabigatran,
hemodialysis is only effective for reducing
serum concentrations of dabigatran because
of its low plasma protein binding (~35%).
A review of 35 patients (10 with normal
renal function) with severe bleeding showed
significant reductions in coagulation tests
(aPTT, PT, TT) and dabigatran levels after
hemodialysis.?! For severe bleeding episodes
particularly in patients with impaired renal
function, providers should consider the use
of continuous renal replacement therapy
until clinical hemostasis is achieved.

What is the expert’s opinion?
We asked one of our hematologists with
expertise in DOAC:s for his opinion on this
topic. Most patients with DOAC-associated
bleeding can be managed with supportive
care because of the short half-life of these
agents in patients with reasonably preserved
renal function. The main scenario for esca-
lating therapy to PCC or idarucizumab is
life-threatening bleeding, such as intracranial
hemorrhage and gastrointestinal hemorrhage
with hemodynamic instability. The threshold
for use of idarucizumab for patients taking
dabigatran with bleeding should be lower
than PCCs because there is better evidence
for clinical benefit with less risk.
Developing reversal agents continues to be
costly, requiring extensive preclinical work
and clinical trials that are difficult to do.
Assuming that reversal agents become more
affordable in the longer term, and safety
profiles are better established, clinicians may
eventually have a lower threshold for their
use in a wider variety of bleeding episodes.
Lastly, adverse outcomes often occur, not
during the acute bleeding episode, but
several weeks later in patients whose provid-
ers delay restarting anticoagulation. Thus, it
is important to resume anticoagulant ther-
apy as soon as it is safe to do so.

Back to the case

Our patient was given a 50-g suspension
of oral activated charcoal, along with two
doses of 1 g intravenous tranexamic acid
8 hours apart. He was typed and crossed
for blood, and ultimately received 1 unit
of packed red blood cells before stabilizing
without other measures. His colonoscopy
subsequently revealed a diverticular bleed
with a visible vessel that was coagulated. He
was discharged 2 days later after remaining
clinically stable after colonoscopy.

CONTINUED ON PAGE 34
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Bottom line

For the majority of bleeding patients on
DOAGC:, supportive care with transfu-
sions and local hemostatic interventions
to control bleeding will likely be suffi-
cient. Because of the short half-lives of
DOACs, most patients do not require
additional therapy (Table 2), and these
patients actually have better outcomes
from major bleeding episodes than
patients taking VKAs. Antifibrinolyt-
ics should be a first-line prohemostatic

therapy in major bleeding. Oral acti-
vated charcoal may be effective within
2-8 hours after ingestion for reduction of
serum DOAC concentrations. Finally, in
cases of life-threatening bleeding, idaru-
cizumab can be used to reverse antico-
agulation for patients taking dabigatran.
When idarucizumab is unavailable, or for
patients taking Xa inhibitors, PCC can
be used.

Dr. Albert is clinical instructor of medicine

Table 2: Management of Bleeding Patients Taking DOACs

Direct Thrombin Inhibitors (dabigatran)

Xa inbibitors (apixaban, edoxaban, rivaroxaban)

Minor Bleeding
* Withhold DOAC

® LOC&I hemostatic measures

Major Bleeding*

All of the above, AND
* Antifibrinolytic if bleeding persists
* Restore physiologic perfusion
 Charcoal if last dose within 2-8 hours
¢ Transfusion indications:

o Red blood cells: anemia

o Dlatelets: antiplatelet agents or thrombocytopenia
o Plasma: coagulopathy (dilution, DIC, liver failure), not for DOAC reversal

Life-threatening Bleeding™*
All of the above, AND:

* Idarucizumab (confirm anticoagulant effect with thrombin time first)
e Ifidarucizumab is unavailable, use PCC
* Consider hemodialysis until hemostasis achieved, especially if patient in renal

failure
¢ All of the above, AND:

* Unactivated PCC (if available and calibrated to specific Xa inhibitor, confirm

anticoagulant effect with anti-Xa level)

* Adapted from the International Society on Thrombosis and Hemostasis:
bleeding with a fall in hemoglobin level > 2 g/dL, OR bleeding leading to > 2
units of PRBC transfused.?! Clinicians should perform risk stratification of
bleeding episodes using vital signs, laboratory results, the area of bleeding, and

patient comorbidities.

**Uncontrolled bleeding, OR symptomatic bleeding in a critical area or
organ (such as intracranial, intraocular, intraspinal, retroperitoneal, pericardial,
or intramuscular with compartment syndrome).

at University of Washington Medical Center
in Seattle. Dr. Garcia is professor of medicine
and associate medical director of antithrom-
botic therapy at UWMC. Dr. Hagan is chief
medical resident ar UWMC. Dr. Huang is
an attending with the UWMC Medicine
Consult Service and assistant clinical professor
in the division of general internal medicine ar

the University of Washington.
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Cancer the most common diagnosis in palliative care patients

By Richard Franki

ore than one-quarter of the

patients in palliative care have

a primary diagnosis of cancer,
according to the Center to Advance
Palliative Care.

A survey of 351 palliative care
programs showed that 27% of their
patients had been diagnosed with cancer
in 2016, more than twice as many
patients who had a cardiac (13%) or
pulmonary (12%) diagnosis. The next
most common primary diagnosis cate-
gory in 2016 was neurologic at 8%, with
a tie at 6% between diagnoses classified as
infectious or complex chronic, followed

by patients with dementia at 5%, Maggie
Rogers and Tamara Dumanovsky, PhD,
of the CAPC, reported.

By specialty, more than half of refer-
rals to palliative care came from hospi-
tal medicine (53.5%), while 12% were
referred by internal/family medicine,
another 12% by pulmonary/critical
care medicine, and 7% by oncology,
Ms. Rogers and Dr. Dumanovsky said in
their analysis of data from the CAPC’s
National Palliative Care Registry.

A medical/surgical unit was the
referring site for 43% of palliative care
referrals in 2016, with 26% of patients
coming from an intensive care unit,
13% from a step-down unit, and 8%
from an oncology unit, they noted. il
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A passion for education: Lonika Sood, MD

Dr. Sood joins The Hospitalist Editorial Advisory Board

n top of her role as a hospitalist at
O the Aurora BayCare Medical Center
in Green Bay, Wis., Lonika Sood,
MD, CMPE, is currently a candidate for
a masters in health professions education.

From her earliest training to the present
day, she has maintained her passion for
education, both as a student and an educa-
tor.

“I'am a part of a community of practice,
if you will, of other health profession-
als who do just this — medical education
on a higher level,” Dr. Sood said. “Not
only on the front lines of care, but also in
designing curricula, undertaking medi-
cal education research, and holding lead-
ership positions at medical schools and
hospitals around the world.”

As one of the eight new members of
The Hospitalist editorial advisory board,
Dr. Sood is excited to use her role to help
inform and to learn. She told us more about
herself in a recent interview.

Q: How did you choose

a career in medicine?

A: I grew up in India. I come from a family
of doctors. When I was in high school, we
found that we had close to 60 physicians
in our family, and that number has grown
quite a bit since then. At home, being
around physicians, that was the language
that I grew into. It was a big part of who
I wanted to become when I grew up. The
other part of it was that I've always wanted
to help people and do something in one
of the science fields, so this seemed like a
natural choice for me.

Q: What made you choose
hospital medicine?

A: Tll be very honest — when I came to the
United States for my residency, I wanted
to become a subspecialist. I used to joke
with my mentors in my residency program
that every month I wanted to be a different
subspecialist depending on which rotation
I had or which physician really did a great
job on the wards. After moving to Roch-
ester, N.Y., for personal reasons, I said,
“We'll keep residency on hold for a couple
of years.” Then I realized that I really liked
medical education. I knew I wanted some-
thing where I could fulfill my desire to be a
specialist by being a medical educator, yet
keep practicing internal medicine, which is
something that I've always wanted to do.
Being a hospitalist is like a marriage of those
two passions.

Q: What about medical

education draws you?

A: 1 think a large part of it was that my mother
isa physician. My dad is in the merchant navy.
In their midlife, they kind of fine-tuned their
career paths by going into teaching, so both
of them are educators, and very well accom-
plished in their own right. Growing up, that
was a big part of what I saw myself becoming,.
I did not realize until later in my residency
that it was my calling. Additionally, my experi-
ence of going into medicine and learning from
good teachers is, in my mind, one of the things
that really makes me comfortable, and happy
being a doctor. I want to be able to leave that
legacy for the coming generation.

Q: Tell us how your skills as a
teacher help you when you’re
working with your patients?

A: To give you an example, we have an adult
internal medicine hospital, so we frequently
have patients who come to the hospital for
the first time. Some of our patients have
not seen a physician in over 30 or 40 years.
There may be many reasons for that, but
they’re scared. They’re sick. They're in a
new environment. They are placing their
trust in somebody else’s hands. As teach-
ers and as doctors, it’s important for us to
be compassionate, kind, and relatable to
patients. We must also be able to explain to
patients in their own words what is going
on with their body, what might happen, and
how can we help. We're not telling patients
what to do or forcing them to take our treat-
ment recommendations, but we are helping
them make informed choices. I think hospi-
tal medicine really is an incredibly powerful
field that can help us relate to our patients.

Q: What is the best

professional advice you have
received in medicine?

A: T think the advice that I try to follow
every day is to be humble. Try to be the best
that you can be, yet stay humble, because
there’s so much more that you can accom-
plish if you stay grounded. I think that has
stuck with me. It’s come from my parents.
Its come from my mentors. And some-
times, it comes from my patients, too.

Q: What is the worst advice

you have received?

A: That’s a hard question, but an important
one as well, I think. Sometimes, there is a
push — from society or your colleagues — to
be as efficient as you can be, which is great,

CHECK OUT MORE
of Practice Management at the-hospitalist.org.

but we have to look at the downside of it.
We sometimes don't stop and think, or stop
and be human. We're kind of mechanical if
data are all we follow.

Q: So where do you see

yourself in the next 10 years?

A: That’s a question I try to answer daily, and
I geta different answer each time. I think I do
see myself continuing to provide clinical care
for hospitalized patients. I see myself doing a
little more in educational leadership, working
with medical students and medical residents.
I'm just completing my master’s in health
professions education, so I'm excited to also
start a career in medical education research.

Q: What'’s the best book

that you’ve read recently,

and why was it the best?

A: Oh, well, it’s not a new book, and I've
read this before, but I keep coming back
to it. I dont know if you've heard of Jim
Corbett. He was a wildlife enthusiast in the
early-20th century. He wrote a lot of books
on man-eating tigers and leopards in India.

Dr. Lonika Sood, a hospitalist based
at Aurora BayCare Medical Center,
Green Bay, Wis.

My brother and I and my dad used to read
these books growing up. That’s something
that 'm going back to and rereading. There
is a lot of rich description about Indian
wildlife, and it’s something that brings back
good memories.
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By Jeremiah Newsom, MD,
MSPH

Hospital-acquired anemia

CLINICAL QUESTION: Is hospital
acquired anemia associated with increased
postdischarge adverse outcomes?
BACKGROUND: Hospital acquired anemia
(HAA) is defined as the development of
anemia during the course of a hospitali-
zation when starting
with a normal hemo-
globin on admission.
The incidence of
HAA is at least 25%
when using the last
hemoglobin prior
to discharge as the
index value. HAA
is felt to be poten-
tially preventable and
usually iatrogenic due to phlebotomy.
STUDY DESIGN: Observational cohort
study.
SETTING: Six northern Texas hospitals.
SYNOPSIS: There were 11,309 index
hospitalizations with a median hemato-
crit value on admission 0f 40.6 g/dL. The
authors defined HAA as a normal hema-
tocrit value within the first 24 hours of
admission and a hematocrit value lower
than the WHO sex-specific cut points at
the time of discharge: mild HAA (hema-
tocrit greater than 33% and less than
36% in women, greater than 33% and
less than 40% in men), moderate HAA
(greater than 27% and less than 33%),
and severe HAA (less than 27%). Mild
HAA occurred in 21.6% of patients, with
10.1% of patients developing moder-
ate HAA, and 1.4% developing severe
HAA (85% underwent major procedure,
diagnosis of hemorrhage or coagula-
tion/hemorrhagic disorder). Predictors
of developing moderate/severe HAA
included undergoing a major diagnos-
tic or therapeutic procedure, female sex,

Dr. Newsom

elective admission, hospital LOS, BUN
to creatinine ratio greater than 20:1, and
serum creatinine on admission. Develop-
ment of severe HAA was associated with a
41% increase in the odds of 30-day read-
mission and a 39% increase in the odds of
the composite outcome (30-day mortality
and 30-day readmission).

BOTTOM LINE: Severe HAA had significant
increased odds of 30-day readmission and
mortality, but might not be as preventable
as initially thought given the frequency of
major procedures and hemorrhage in those
that developed severe HAA.

CITATION: Makam AN, Nguyen OK, Clark
C, Halm EA. Incidence, predictors, and
outcomes of hospital-acquired anemia. J

Hosp Med. 2017;12(5):317-22.

Impact of elder program on

delirium and LOS for abdominal
surgery patients
CLINICAL QUESTION: Can a modified
Hospital Elder Life Program (mHELP)
reduce delirium and hospital LOS in older
patients undergoing abdominal surgery?
BACKGROUND: Development of delirium
in the hospitalized patient, especially post-
surgical patients, can have detrimental
effects on the clinical recovery and LOS.
Delirium occurs in 13%-50% of patients
undergoing noncardiac surgery, and older
surgical patients are at a higher risk.
STUDY DESIGN: Cluster randomized clini-
cal trial.
SETTING: A 2,000-bed urban medical
center in Taipei, Taiwan.
SYNOPSIS: There were 377 older patients
(65 years of age or older) who were admit-
ted for elective abdominal surgery (gastrec-
tomy, pancreaticoduodenectomy, or colec-
tomy) with an expected LOS greater than
6 days enrolled and randomly assigned to
mHELP group (197 patients) or control
group (180 patients). The mHELP inter-
vention consisted of three core nursing
protocols that occurred daily by a trained

nurse: orienting communication, oral and
nutritional assistance, and early mobi-
lization. Delirium developed in 13 cases
(6.6%) in the mHELP group and in 27
cases (15.1%) in the control group. This is
arisk reduction of 56% indicating the need
to treat 11.8 patients to prevent one case of
delirium. The mHELP group had a 2-day
hospital LOS reduction, compared with
the control group. The effect of mHELP
could be underestimated as crossover
effects were not accounted for in the study.
Data were not collected on postoperative
complications which can have a significant
effect on delirium occurrence.

BOTTOM LINE: The three nursing protocols
of mHELP reduced rates of delirium and
hospital LOS in older adults undergoing
abdominal surgeries and could be a quick
intervention to reduce the most common
surgical complication in older patients.
CITATION: Chen CC, Li HC, Liang JT, et
al. Effect of a modified hospital elder life
program on delirium and length of hospi-
tal stay in patients undergoing abdominal
surgery. JAMA Surg. Published online May
24,2017. doi: 10.1001/jamasurg,2017.1083.

Dr. Newsom is a hospitalist at Ochsner
Health System, New Orleans.

By Luis Teixeira, MD

Bowel rest or early feeding for

acute pancreatitis
CLINICAL QUESTION: When should you
start enteral feedings in patients with acute
pancreatitis?
BACKGROUND: Oral intake stimulates
pancreatic exocrine activity and therefore
bowel rest has been
one of the mainstays
of acute pancreatitis
treatment. However,
some studies suggest
that enteral nutrition
may reduce the risk of
infection by support-
ing the gut’s protec-
tive barrier limiting
bacterial transloca-
tion and sepsis. Studies thus far compar-
ing early versus delayed enteral nutrition
in acute pancreatitis have been conflicting.
STUDY DESIGN: Systematic review.
SETTING: Europe, New Zealand, United
States, and China.
SYNOPSIS: Study authors attempted
to compare the length of hospital stay,
mortality, and readmission in hospital-
ized patients with acute pancreatitis who
received early versus delayed feeding. The
authors searched for randomized clinical
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trials that compared early feeding (less
than 48 hours after hospitalization) versus
delayed feeding (more than 48 hours after
hospitalization).

The authors found and analyzed
11 randomized trials comprising 948
patients in which early and delayed
feeding strategies were compared. Their
review suggests that early feeding in
patients with acute pancreatitis is not
associated with increased adverse events
and may reduce length of hospital stay.
Their analysis was limited by markedly
different feeding protocols that precluded
performing a meta-analysis. Their analy-
sis was also limited by including stud-
ies that had high risk or unclear risk of
bias and by the small size of most trials
limiting power to detect differences in
outcome.

BOTTOM LINE: Optimal route and timing
of nutrition in patients with acute pancrea-
titis remains unsettled.

CITATION: Vaughn VM, Shuster D,
Rogers MAM, et al. Early versus delayed
feeding in patients with acute pancreati-
tis: a systematic review. Ann Intern Med.
2017;166(12):883-92.

Anticoagulation for patients with
liver cirrhosis and portal vein
thrombosis
CLINICAL QUESTION: Should patients with
liver cirrhosis with portal vein thrombosis
be treated with anticoagulation?
BACKGROUND: Portal vein thrombo-
sis occurs in about 20% of patients with
liver cirrhosis. Previously these patients
were not often treated with anticoagula-
tion due to concern for increased bleeding
risk associated with advanced liver disease.
However, restoring portal vein patency may
prevent further sequelae, including intesti-
nal infarction and portal hypertension and
may also affect candidacy for liver trans-
plantation.
STUDY DESIGN: Meta-analysis.
SETTING: Multiple sites throughout the
world.
SYNOPSIS: The authors of this meta-anal-
ysis pooled data from eight clinical trials,
comprising 353 patients with liver cirrhosis
and portal vein thrombosis, to assess the
rates of complete and partial recanalization
with anticoagulation therapy (warfarin or
low molecular weight heparin) versus no
therapy. The authors also assessed the rate
of minor and major bleeding complications
in patients who received anticoagulation,
compared with those who received no ther-
apy. Patients who received anticoagulation
therapy had increased recanalization and
CONTINUED ON PAGE 38
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reduced progression of thrombosis without
excessive major and minor bleeding.
BOTTOM LINE: This meta-analysis suggests
anticoagulation might be safe and effec-
tive in treating portal vein thrombosis in
patients with cirrhosis; however, this analy-
sis was based on nonrandomized clinical
trials and did not address long-term impor-
tant endpoints, such as the effect of antico-
agulation on mortality.

CITATION: Loffredo L, Pastori D, Farcomeni
A, Violi E Effects of anticoagulants in
patients with cirrhosis and portal vein
thrombosis: A systematic review and meta-
analysis. Gastroenterology. 2017 May 4.
E-published ahead of print.

Dr. Teixeira is a hospitalist at Ochsner Health
System, New Orleans.

By Ella Choe, MD, FHM

Sepsis time to treatment

CLINICAL QUESTION: Does early iden-
tification and treatment of sepsis using
protocols improve outcomes?
BACKGROUND: International clinical
guidelines recommend early detection and
treatment of sepsis with broad-spectrum
antibiotics and intravenous fluids which
are supported by preclinical and obser-
vation studies that show a reduction in
avoidable deaths. However, controversy

remains in the timing of these treatments
on how it relates to patient outcomes
such as risk-adjusted
mortality.

STUDY DESIGN:
Retrospective cohort
study using data
reported to the New
York State Depart-
ment of Health from
April 1, 2014, to June
30, 2016.

SETTING: New York
hospitals.

SYNOPSIS: For patients with sepsis and
septic shock, a sepsis protocol was initiated
within 6 hours after arrival in the emer-
gency department and had all items in a
3-hour bundle of care completed within
12 hours (that is, blood cultures, broad-
spectrum antibiotic, and lactate measure-
ment). Among 49,331 patients at 149
hospitals, higher risk-adjusted, in-hospital
mortality was associated with longer time
to the completion of the bundle (Pless than
.001), administration of antibiotics (P less
than .001), but not completion of a bolus
of intravenous fluids (P = .21).

Study limitations include being nonrand-
omized, hospitals all from one state possibly
introducing epidemiologic distinct features
of sepsis inherent to the region, and accu-
racy of the data collection (that is, start
time).

Dr. Choe

No association was found between time
to completion of the initial bolus of fluids
and improved outcomes in risk-adjusted
mortality; however, the analysis of time of
the initial fluid bolus was most vulnerable
to confounding. A causal relationship will
need further study.

BOTTOM LINE: A lower risk-adjusted
in-hospital mortality was associated with
rapid administration of antibiotics and a
faster completion of a 3-hour bundle of
sepsis care, but there was no discernible
association with the rapid administration
of initial bolus of intravenous fluids.

CITATION: Seymour CW, Gesten E Prescott
HC, etal. Time to treatment and mortality

during mandated emergency care for sepsis.
N Engl ] Med. 2017; 376:2235-44.

Use of BZD and sedative-hypnotics

among hospitalized elderly
CLINICAL QUESTION: Which hospital-
ized older patients are inappropriately
prescribed benzodiazepines or sedative
hypnotics post discharge, and who is
prescribing these medications?
BACKGROUND: During hospitalization,
older patients commonly suffer from
agitation and insomnia. Unfortunately,
benzodiazepines and sedative hypnotics are
commonly used as first-line treatments for
these conditions despite significant risk that
includes cognitive impairment, postural

Intervention to reduce broad-spectrum
antibiotics and treatment durations
prescribed at the time of hospital
discharge: A novel stewardship approach

This retrospective cohort

study at Denver Health (urban,
academic center) is the first
description in the literature of an
antibiotic stewardship inter-
vention designed to optimize
oral antibiotics at the time of
discharge. Their multifaceted
intervention to optimize antibi-
otic prescribing was associated
with less frequent use of antibi-
otics with broad gram-negative
activity and shorter treatment
durations.

Citation: Yogo N, Shihadeh K,
Young H, et al. Intervention to
reduce broad-spectrum
antibiotics and treatment dura-
tions prescribed at the time

of hospital discharge: A novel
stewardship approach. Infect
Control Hosp Epidemiol. 2017
May;38(5)534-41.

instability, increased risk of falls and hip
fracture, as well as lack of effectiveness.
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The purpose of this study is to determine
the magnitude of the issue, discover root
causes, and determine the type or types of
corrective action needed.

STUDY DESIGN: Single-center retrospective
observational study.

SETTING: Urban academic medical center
in Toronto.

SYNOPSIS: Patient- and prescriber-level
variables were identified and associated with
potentially inappropriate newly prescribed
benzodiazepine or sedative-hypnotics to
medical-surgical inpatients aged 65 or
older (regular users were excluded), which
amounted to 208 patients of the 1,308
patients studied. The majority of the indi-
cations were for insomnia or agitation/anxi-
ety prescribed overnight with 222 out of
1,308 patients (15.9%).

There was significant increase in these
prescriptions if the patient was admitted
to a surgical or specialty service, compared
with the general internal medicine service
(odds ratio, 6.61; 95% confidence inter-
val, 2.70-16.17). First-year trainees
prescribed these medications more than
did attending or fellows (OR, 0.28; 95%
CI, 0.08-0.93).

Study limitations include being from a
single institution, not being blinded, and
inadequate statistical power. Therefore, it
may lack generalizability, may be subjected
to observer bias, and may not detect signifi-
cant effects of covariates.

BOTTOM LINE: Sleep disruption and poor
quality of sleep were the primary reasons
for the majority of potentially inappro-
priate new prescriptions of benzodi-
azepines and sedative hypnotics, with
first-year trainees being more likely to
prescribe these medications, compared
with attendings and fellows.

CITATION: Pek EA, Ramfry A, Pendrith C, et
al. High prevalence of inappropriate benzo-
diazepine and sedative hypnotic prescrip-
tions among hospitalized older adults. |
Hosp Med. 2017 May;12(5):310-6.

Dr. Choe is a hospitalist at Ochsner Health
System, New Orleans.

By Emily Ramee, MD

Optimal empiric treatment for
uncomplicated cellulitis
CLINICAL QUESTION: Is empiric MRSA
coverage for nonpurulent cellulitis neces-
sary?
BACKGROUND: Most nonpurulent skin
and soft tissue infections are caused by
beta-hemolytic streptococci and methi-
cillin-susceptible Staphylococcus aureus.
However, there is a growing incidence of
community-acquired methicillin-resist-
ant S. aureus infections. The authors of
this study attempted to answer whether
adding empiric methicillin-resistant S.
aureus coverage reduces the risk of treat-
ment failure.
STUDY DESIGN: Multicenter, double-blind,
randomized superiority trial.
SETTING: Five emergency departments in
the United States.
SYNOPSIS: The authors of this study rand-
omized 500 patients with cellulitis without
purulent drainage or evidence of abscess
as confirmed by sonography to receive

a 7-day course of either cephalexin with
placebo or cephalexin plus trimethoprim-
sulfamethoxazole. When analyzing those
patients who took most of the prescribed
pills (greater than 75% of doses) accord-
ing to treatment protocol, there was no
significant difference in clinical cure rate
between the two arms of the study, reaffirm-
ing current guidelines that advocate against
empiric methicillin-resistant S. aureus cover-
age for uncomplicated cellulitis.

When the authors analyzed the result of
their data with the assumption that patients
who were lost to follow-up had treatment
failure, there was a trend favoring the addi-
tion of trimethoprim-sulfamethoxazole
with cephalexin over monotherapy with
cephalexin (2 =.07). Although the authors
concluded that this finding may warrant
further investigation, this was essentially a
negative study.

BOTTOM LINE: Empirically adding
community-acquired methicillin-resistant
S. aureus coverage with trimethoprim-
sulfamethoxazole to uncomplicated cellu-
litis did not statistically improve a clinical
cure, compared with empiric treatment
with monotherapy with cephalexin.
CITATION: Moran GJ, Krishnadasan A,
Mower WR, et al. Effect of cephalexin
plus trimethoprim-sulfamethoxazole
vs. cephalexin alone on clinical cure
of uncomplicated cellulitis. JAMA.
2017;317(20):2088-96.

Behavioral approach to

appropriate antimicrobial
prescribing in hospitals: The Dutch
Unique Method for Antimicrobial
Stewardship (DUMAS) participatory
intervention study
CLINICAL QUESTION: How effective is
an antimicrobial stewardship approach
grounded in behavioral theory and focused
on preserving prescriber autonomy and
participation in improving appropriateness
of antimicrobial prescribing in hospitals?
BACKGROUND: Antimicrobial stewardship
programs aim to achieve the goal of improv-
ing antimicrobial prescribing. This leads
to significant benefits, including decreased
antimicrobial resistance, improved clinical
outcomes (lower morbidity and mortality),
and lower health care costs. Stewardship
programs do not often focus on the human
behavior element of the prescribing physi-
cians. Changing antimicrobial prescribing
is a complex behavioral process, and there
is a known persistent resistance between
prescribers and the stewardship team. In
a simple sense, this resistance is generated
by tension created when prescribers do not
have autonomy.

Previous studies that used interventions
based on behavioral theory found prom-
ising results, but none of them were in a
hospital setting. Rather, most of these stud-
ies had a narrow focus of respiratory tract
infections in outpatient clinics.

STUDY DESIGN: Prospective, stepped-
wedge, participatory intervention study.

SETTING: Seven clinical departments (two
medical, three surgical, and two pediat-
ric) in a tertiary care medical center and a
general teaching hospital, both in Amster-
dam. The first hospital was a 700-bed

tertiary care center with salaried specialists,

while the second hospital was a 550-bed
general medical center with self-employed
specialists.

SYNOPSIS: During a baseline period of
16 months and an intervention period
of 12 months, physicians who prescribed
systemic antimicrobial drugs for any
indication were included in the study. In
all, 1,121 patient cases with 700 prescrip-
tions were studied during the baseline
period and 882 patient cases with 531
prescriptions were studied during the
intervention period. The intervention
was as follows: Prescribers were offered a
free choice of how to improve their anti-
microbial prescribing. They were stimu-
lated to choose interventions with higher
potential for success based on a root cause
analysis of inappropriate prescribing. The
study was inspired by the participatory
action research paradigm, which focuses
on collaboration and empowerment of
the stakeholders in the change process.
In this study, prescribers were given
reports of root cause analysis of their
prior prescribing patterns. Then, they
were invited to choose and codevelop one
or more interventions that were tailored
and individualized to improve their own
prescribing. This approach draws on the
following three behavioral principles:
1) respect for the prescriber’s autonomy
to avoid feelings of resistance; 2) the
inclination that people have to value a
product higher and feel more owner-
ship of it if they made it themselves (the
IKEA effect); 3) the tendency of people
to follow up on an active and public
commitment.

The primary outcome was antimi-
crobial appropriateness, measured with
a validated appropriateness assessment
instrument. One of three infectious
disease specialists assessed the adult
prescriptions, and one of three infec-
tious disease/immunology pediatricians
assessed the pediatric prescriptions for
appropriateness. Appropriateness crite-
ria were as follows: indication, choice of
antimicrobial, dosage, route, and dura-
tion. A secondary outcome was antimi-
crobial consumption, reported as days of
therapy per 100 admissions per month.
Other outcomes were changes in specific
appropriateness categories, intravenous
antimicrobial consumption, consump-
tion of specific antimicrobial subgroups,
and length of hospital stay.

The mean antimicrobial appropriateness
increased from 64.1% at intervention start
to 77.4% at 12-month follow-up (+13.3%;
relative risk, 1.17; 95% CI, 1.04-1.27),
without a change in slope. Antimicrobial
consumption remained the same during
both study periods. Length of hospital stay
did not change relative to the start of the
intervention approach.

This is the first study of its kind, as
a hospital antimicrobial stewardship
program study grounded in behavioral
science, with the key element being the
free choice allowed to the prescribers, who
made their own autonomous decisions
about how to improve their prescrib-
ing. The authors hypothesize that the
prescribers felt relatively nonthreatened
by their approach since the prescribers
maintained their free will to change their

own behavior if so desired. The prescrib-
ers were given a free intervention choice.
For example, they could have just chosen
“education” as an easy out; however, the
root cause analysis seemed to be an impe-
tus for the prescribers to choose inter-
ventions that would be more effective.
A prior study in a nursing home setting
was unsuccessful; aside from other differ-
ences, that study used a predetermined set
of interventions, thus lacking the auton-
omy and IKEA effect seen in this study.
BOTTOM LINE: Use of a behavioral approach
that preserves prescriber autonomy resulted
in an increase in antimicrobial appropriate-
ness sustained for at least 12 months. The
intervention is effective, inexpensive, and
transferable to various health care settings.
CITATION: Sikkens JJ, van Agtmael MA,
Peters EJG, et al. Behavioral approach to
appropriate antimicrobial prescribing in
hospitals: The dutch unique method for
antimicrobial stewardship (DUMAS)
participatoryintervention study. JAMA
Intern Med. Published online May
1, 2017. doi: 10.1001/jamaintern-
med.2017.0946.

Dr. Ramee is a hospitalist ar Ochsner Health
System, New Orleans.

Hospital teaching status and mortality

Major teaching hospitals
(members of the Council of
Teaching Hospitals) have lower
30-day mortality rates when
compared with nonteaching
hospitals overall and for several
of the top 15 medical DRGs
based on review of hospitaliza-
tions for U.S. Medicare benefi-
ciaries from 2012 through 2014.
These differences persisted with
adjustment for multiple hospital
characteristics including volume
and size.

Citation: Burke LG, Frakt AB,
Khullar D, et al. Association
between teaching status and
mortality in US hospitals. JAMA.
2017;317(20):2105-13.

Predicting outcomes in ICU patients

Small prospective cohort study
of 303 patients attempting to
determine ICU physicians’ and
nurses’ accuracy in predicting
future survival and functional
outcomes of critically ill patients
at 6 months showing variabil-

ity depending on the outcome
predicted, but overall improved
accuracy of the prediction coinci-
dent with higher levels of confi-
dence in the predicted outcome.
Citation: Detsky ME, Harhay MO,
Bayard DF, et al. Discrimina-

tive accuracy of physician and
nurse predictions for survival and
functional outcomes 6 months
after an ICU admission. JAMA.
2017;317(21):2187-95.
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Own your future in Sharon, PA.

Become an owner and get first-rate benefits
when you join one of the largest and fastest-
growing physician-owned and led groups in
the nation. You'll also get the support you
need and the culture you want.

¢ Physician equity ownership

ASSOCIATE MEDICAL DIRECTOR :§°mP:ly-fU:f=led 401(I:)I—an. :cliditionaHO%
INTEGRATED ACUTE CARE OPENING o

AT SHARON REGIONAL HEALTH SYSTEM o hfyg:np'” compensation package

Be an owner in our growing physician-owned and -led group. .

We're looking for an associate medical director to unite with our integrated EM & HM team e CME/BEA (Business Expense Account)
in western PA. Enjoy all that Sharon, PA has to offer — small town charm with local farm and artisan .
culture. Sharon is just east of Youngstown, 70 miles north of Pittsburgh, and 80 miles south of Erie.

Student loan refinancing as low as 2.99%

Short- and long-term disability (own occupation)

® Comprehensive medical, dental, vision and

Sharon Regional Health System consists of a 241-bed hospital with 17 satellite centers and more Rx coverage
than 1,750 employees. It is Mercer County's most comprehensive health system with a full-service e Location flexibility and career stability of a
and interventional cath lab. national group

To learn more about this and other
exciting opportunities, please contact

TAMMIE ZWICK
USACS Physician Recruiter

e US Acute Care
Solutions

Email careers@usacs.com Call 800-828-0898 Visit USACS.com

Own your future in Indiana, PA.

Become an owner and get first-rate benefits
when you join one of the largest and fastest-
growing physician-owned and led groups in
the nation. You'll also get the support you
need and the culture you want.

+ ey et ASSOCIATE MEDICAL DIRECTOR
« Occurrence based medical malpractice INTEGRATED ACUTE CARE OPENING

including tail
« Highly competitive compensation package AT INDIANA REGIONAL MEDICAL CENTER
« Student loan refinancing as low as 2.99% Be an owner in our growing physician-owned and -led group.

e CME/BEA (Business Expense Account)
P We're looking for an associate medical director to unite with our integrated EM & HM team

in western PA. Indiana is a centrally located county seat of Indiana County, 60 miles northeast of
Pittsburgh, and is home of Indiana University of Pennsylvania.

* Short- and long-term disability (own occupation)
e Comprehensive medical, dental, vision and
Rx coverage

e Location flexibility and career stability of a Indla.na Regional Medical Center is a 164-bed acute care community hospital serving nearly every
national group specialty.

To learn more about this and other
exciting opportunities, please contact

TAMMIE ZWICK
USACS Physician Recruiter

..:.‘ Allegheny Health Network
"‘ Emergency Medicine Management

A Partnership with e , USlAcute Care
( / Solutions

Email careers@usacs.com @ Call 800-828-0898 @ Visit USACS.com
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/ PHYSICIAN OPPORTUNITIES IN

"
2017-2018 Hospitalist
Opportunities in OHIO!

and thousands of communities nationwide

an Ohio Leader in
Hospital Medicine
since 1975

Send CV fo: Call us @440.542.5000
jobs@TheMHG.com

JOIN OUR HOSPITAL MEDICINE TEAM

Medical Director Opportunities

Kendall Regional Medical Center, Miami
Mercy Hospital, Miami

Northwest Medical Center, Margate

St. Lucie Medical Center, Port St. Lucie
Westside Regional Medical Center, Plantation

ometown
You've Always
Dreamed About

B Physician owned and managed

B Enjoy an outstanding
employment package

B Bask in the beauty of a mild Benefits
climate, stunning lakes and
pristine national forests

NOW RECRUITING new

team members who share our
passion for hospital medicine.
Sandy: SBetter@yrmc.org Talk to us about becoming part
(928) 771-5487 of the NAzH team.

Hospitalist positions
are now available.
Learn more at
NAzHospitalists.com

Medical Director Stipend

Malpractice Insurance

Leadership Development Opportunities
Attractive Practice Locations Nationwide
Flexible Employment Options
Equitable Scheduling

Exceptional Quality of Practice

NORTHERN

NAzH GggF(’)I'PA/T_ISTS

NazHospitalists.com Prescott, Arizona

Apply by sending your resume to

PITTSBURGH inpatientjobs@evhc.net
The Department of Medicine at University of Pittsburgh and UPMC is
seeking an experienced physician as an overall director of its Academic For more information, call or text
Hospitalist Programs within five teaching hospitals. The individual 727.253.0707

will be responsible for development of the strategic, operational,
clinical and financial goals for Academic Hospital Medicine and will
work closely with the Medical Directors of each the five Academic
Hospitalist programs. We are seeking a candidate that combines
academic and leadership experience. The faculty position is at the

Associate or Professor level. Competitive compensation based on . . H H
qualifications and experience. I IV I S I 0 I I
Requirements: Board Certified in Internal Medicine, significant

experience managing a Hospitalist Program, and highly experienced . PHYSICIAN SERVICES
as a practicing Hospitalist.

Interested candidates should submit their curriculum vitae, a brief
letter outlining their interests and the names of three references to:

Wishwa Kapoor, MD c/o Kathy Nosko DAVID DASCAL, M.D.

200 Lothrop Street, 933 West MUH < Pittsburgh, PA 15213 Atlantis, FL
Noskoka@upmc.edu * Fax 412 692-4825

EO/AA/M/F/Vets/Disabled

Physicians, you're just one click away from your next job
with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts

+ Save your jobs Find your next job today.
* Quickly search for jolbbs on your smartphone — works seamlessly! Visit www.shmcareers.org
Create a candidate profile and get matched to your ideal job N

To learn more, visit www.the-hospitalist.org and click *Advertise”or contact

Heather Gonroski ® 973-290-8259  hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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Schneck Medical Center, located in Seymour, IN, is
looking to add an additional physician to our
Med/Peds Hospitalist Program.

Opportunity

ENRICHING EVERY LIFE WE
TOUCH... INCLUDING YOURS!

Gundersen Health System in La Crosse, Wl is seeking an IM or FM trained hospitalist
to join its established team. Gundersen is an award winning, physician-led, integrated
health system, employing nearly 500 physicians.

Practice highlights:
- 7 on 7 off schedule (26 weeks per year) with majority of shifts less than
12 hours in length
» Collaborative, cohesive hospitalist team established in 2002 with high retention
rate and growth
» 26-member internal medicine hospitalist team comprised of 16 physicians and 10
associate staff
« Primary responsibility is adult inpatient care
+ Manageable daily census
» Excellent support and collegiality with subspecialty services
- Direct involvement with teaching family medicine and/or internal medicine
residents
» Competitive compensation and benefits package, including loan forgiveness
La Crosse is a vibrant city, nestled along the Mississippi River. The historic downtown
and riverfront host many festivals and events. Excellent schools and universities, parks,
sports venues, museums and affordable housing make this a great place to call home.

For information contact Kalah Haug, Medical Staff Recruitment, at
kjhaug@gundersenhealth.org. or (608) 775-1005.

7 - GUNDERSEN
HEALTH SYSTEM.

Where Caring Meets Excelience

Equal Opportunity Employer

Gundersen Lutheran Medical Center, Inc. | Gundersen Clinic, Ltd. | 21972_0317

NYU Winthrop
Hospital

An affiliate of NYU Langone

NYU Winthrop Hospital was named the
18th best employer in the country by Forbes in 2017.
DAYTIME & NIGHTIME
HOSPITALISTS

Long Island, NY. NYU Winthrop Hospital, a 591-bed, university-
affiliated medical center and an American College of Surgeons
(ACS) Level 1 Trauma Center based in Western Nassau County, NY is
seeking BC/BE internists for academic Hospitalist positions.

Ideal candidates will have exemplary clinical skills, a strong interest
in teaching house staff and a long term commitment to inpatient
medicine. Interest in research and administration a plus. Salaried
position with incentive, competitive benefits package including
paid CME, malpractice insurance and vacation.

DRIVENTO BE

Interested candidates, please
email CV and cover letter to:
dchenouda@nyuwinthrop.org

Or fax to: (516) 663-8964
Attn: Division Chief, Winthrop Hospitalist Associates  an eoe m/fid/v

NYU Winthrop Hospital is located in the heart of Nassau County

in suburban Long Island, 30 miles from NYC and just minutes
from LI's beautiful beaches.

$90,000 Sign-on bonus/Loan repayment

10-hour shifts with home call

26 PTO days

RN and social workers dedicated to Hospitalist coordination
Yearly $2,500 CME allowance with 3 days/year PTO for CME

o Bridgton
Hospital
The Central Maine Medical Family

Hospitalist Position in Picturesque Bridgton,
Maine: Bridgton Hospital, part of the Central Maine
Medical Family, seeks BE/BC Internist to join its
well-established Hospitalist program. Candidates
may choose part-time (7-8 shifts/month) to full-

Attends C-sections

Newborn and pediatric consults
Admits to pediatric unit

Neonatal stabilization prior to transport
Hospitalist to pediatric patients

time (15 shifts/month) position. Located 45 miles
west of Portland, Bridgton Hospital is located in the
beautiful Lakes Region of Maine and boasts a wide
array of outdoor activities including boating, kayak-

Environment ing, fishing, and skiing.
- Our Hospitalists are highly regarded by our other physicians and
considered to be INPATIENT EXPERTS.
- Duties include a lot of specialty work, including:
e Surgical Consultations
Managing ICU Patients - Variety of Care
Leading Quality Initiatives
Surgical Co-Management
Cardiology Support
¢ Ventilator Care
- Friendly Environment with a very collegial medical staff
- Current Hospitalists work as a TEAM
- Accessible and Cooperative Administration
- Magnet Nursing Facility

Benefits include medical student loan assistance,
competitive salary, highly qualified colleagues and
excellent quality of life.

For more information visit our website at
www.bridgtonhospital.org

Interested candidates should contact
Julia Lauver, CMMC Physician Recruitment
300 Main Street, Lewiston, ME 04240
email: LauverJu@cmhc.org
call: 800/445-7431 fax: 207/755-5854

Contact: Fayeann Hurley

Schneck Medical Center Physician Recruitment
411 W Tipton St., Seymour, IN 47274

p: 812-523-7849 e c: 812-498-9500
www.schneckmed.org

Now you have more digital options
available for your recruifing E

- The country’s largest, 100%-validated U.S. physician database—
the only one that’s BPA audited

+ Candidates who are guaranteed to be licensed,
practicing U.S. physicians

* Banner and native ads in the SHM member e-newsletter

+ Customized searches to match your job to the
exact physician profiles you want

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

Heather Gonroski ® 973-290-8259  hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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IN COMPASS

AIM

Hospitalist Company

» Seeking physicians for two positions, both with opportunity for
full partnership:

o Day-time hospitalist: Full time and part time. Flexible
scheduling with an average of 20 shifts per month for
full time physicians.

o Nocturnist: 10-hour shifts, 15 nights per month and each
nocturnist with an average 8-12 patients per shift. Three
physicians on at the same time always.

* Location: Tucson, Arizona offers beautiful weather, limitless
outdoor activities, and a university town feel. It has two of the
top 10 best high schools in the nation. 350 days per year of
sunshine!

The Group: Physician owned and operated with over 30
members. High retention rate as most of our group members
have remained with the group for 10-20 years. Our doctors
earn in the top percentile for hospitalists in the country.

The Hospital: Has more than 350 adult medical beds and has
been Tucson'’s locally governed nonprofit regional hospital
for more than 70 years. Full specialty support, open ICU,
NO PROCEDURES.

Visas: We sponsor H1B Visas at a cap exempt facility. If hired
we will sponsor immediately for Green Card.

Board eligible or board certified preferred in internal medicine
or family practice.

New graduates welcome!

Contact information: Cindy Carlson, Phone: (520) 318-3434,
Fax: (520)-318-3435, Email: aimccarlson@gmail.com

Practice
made

perfect.

FEATURED OPPORTUNITIES

INTEGRIS Canadian Valley
Regional Hospital —

Nurse Practitioner

Yukon, OK

Rapides Regional Medical Center
Alexandria, LA

Morristown-Hamblen Hospital
Knoxville, TN

Marysville, OH

Nashua, NH

Palatka, FL

Join our team

teamhealth.com/join o .. 855.762.1651

Memorial Hospital
of Union County

St. Joseph Hospital and
Trauma Center

Putnam Community
Medical Center

Deaconess Hospital —
Oklahoma
Oklahoma, OK

West Florida Hospital
Pensacola, FL

Ponca City Medical Center
Ponca City, OK

Physicidans, you're just one click away from your next job

with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts
+ Save your jobs

* Quickly search for jolbbs on your smartphone — works seamlessly!

Find your next job today.
Visit www.shmcareers.org

Create a candidate profile and get matched to your ideal job N

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

Heather Gonroski ® 973-290-8259 « hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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ENVISION PHYSICIAN SERVICES IS ...

PHYSICIAN LED
WITH
STRONG
LEADERSHIP.

SHASHANK PONUGOTI, MD, MS, FACP

B E EFnhvision

[ | PHYSICIAN SERVICES

Hospitalist Opportunities Nationwide
EnvisionPhysicianServices.com/careers
855.690.9838

ACADEMIC NOCTURNIST HOSPITALIST

The Division of General Internal Medicine at Penn State Health Milton S. Hershey Medical Center, Penn State College
of Medicine (Hershey, PA) is seeking a BC/BE Internal Medicine NOCTURNIST HOSPITALIST to join our highly
regarded team. Successful candidates will hold a faculty appointment to Penn State College of Medicine and will be
responsible for the care in patients at Hershey Medical Center. Individuals should have experience in hospital medicine
and be comfortable managing patients in a sub-acute care setting.

Our Nocturnists are a part of the Hospital Medicine program and will work in collaboration with advanced practice
clinicians and residents. Primary focus will be on overnight hospital admission for patients to the Internal Medicine
service. Supervisory responsibilities also exist for bedside procedures, and proficiency in central line placement,
paracentesis, arthrocentesis, and lumbar puncture is required. The position also supervises overnight Code Blue and
Adult Rapid Response Team calls. This position directly supervises medical residents and provides for teaching
opportunity as well.

Competitive salary and benefits among highly qualified, friendly colleagues foster networking opportunities. Excellent
schools, affordable cost of living, great family-oriented lifestyle with a multitude of outdoor activities year-round.
Relocation assistance, CME funds, Penn State University tuition discount for employees and dependents, LTD and
Life insurance, and so much more!

Appropriate candidates must possess an MD, DO, or foreign equivalent; be Board Certified in Internal Medicine and have or
be able to acquire a license to practice in the Commonwealth of Pennsylvania. Qualified applicants should upload a letter of
interest and CV at: http://tinyurl.com/j29p3fz Ref Job ID#4524

For additional information, please contact:
Brian Mc Gillen, MD — Director, Hospitalist Medicine
Penn State Milton S. Hershey Medical Center
c/o Heather Peffley, PHR FASPR — Physician Recruiter
hpeffley@hmc.psu.edu

The Penn State Milton S. Hershey Medical Center is committed to affirmative
action, equal opportunity and the diversity of its workforce. Equal Opportunity
Employer — Minorities/Women/Protected Veterans/Disabled.

Academic Hospitalists
and Nocturnists at
Mount Sinai Health

System, NYC

The Division of Hospital Medicine (DHM) of the Mount
Sinai Health System, NY, is recruiting hospitalists to care for
patients admitted to the Medical Service. Opportunities are
available at Mount Sinai Hospital, Mount Sinai Beth Israel,
Mount Sinai St. Luke's, and Mount Sinai West Hospitals in
Manbhattan, and at Mount Sinai Queens Hospital. Positions
are available for physicians with leadership experience as
well as junior attendings who want to develop their career
in a dynamic and expanding Division. Night and part-time
positions are also available.

Mount
Sinai

Our hospitalists play a central role in enhancing the quality
of patient care and medical education. Opportunities are
available in quality and patient safety initiatives, house
staff and medical student education, and research. Mount
Sinai Medical Center is nationally recognized as a center
of excellence in patient care and is an equal opportunity/
affirmative action employer.

Mount Sinai Medical Center - An EEO/AA-D/V Employer.

Interested candidates should send their CV to Natasha
Lawrence at natasha.lawrence@mountsinai.org

0 COOper @ Cooper Medical School

University Hospital of Rowan University

Division of Hospital Medicine of Cooper University Hospital
Board Certified/Eligible Internal Medicine and Family Medicine
Hospitalists and Nocturnists

The Division of Hospital Medicine of Cooper University Hospital seeks
motivated physicians to join a dynamic team of 80 physicians and 20
nurse practitioners at more than ten locations in Southern New Jersey.

Highlights:

Full-time or part-time Hospitalist positions

Day or night shifts available

Flexible scheduling

Teaching opportunities with residents and medical students
Emphasis on patient experience, quality and safety

Average encounter number of 14-18/day

Secure employment with low physician turnover

Potential for career advancement in administrative, quality or
educational roles

Cooper University Hospital is a 635 bed teaching hospital. We are the only
tertiary care center and the first Advanced Certified Comprehensive Stroke
Center in Southern New Jersey. We employ more than 900 physicians
and 325 trainees in all medical and surgical specialties. Cooper University
Hospital has its own on-campus medical school, the Cooper Medical
School of Rowan University. The Cooper Health System maintains
multiple partnerships with local and national institutions, including the MD
Anderson Cancer Center.

Employment Eligibility:

Must be Board Certified/Eligible in Internal or Family Medicine
Contact Information:

Lauren Simon, Administrative Supervisor, 856-342-3150
Simon-Lauren@cooperhealth.edu  www.cooperhealth.org

Looking to fill an open position?

to advertise in the Hospitalist or
the Journal of Hospiftal Medicine, contact:

Heather Gonroski * 973-290-8259 ¢ hgonroski@frontinemnedcom.com

OR

Linda Wilson ¢ 973-290-8243 - Iwilson@frontlinemedcom.com

To learn more, visit www.the-hospitalist.org and click "Advertise”
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Self Medical Group

Nocturnist

Based in Greenwood, SC, Self Medical Group is multi-
practice, multi-specialty group is seeking a BE/BC
Nocturnist for an expanding practice. Self Regional
Healthcare is a 300 bed non-for-profit, DNV accredited
facility providing a wide range of specialty services to our
surrounding communities.

e Work a 7on/7off, 12 hour schedule with no call.

e Excellent work-life balance with comfortable patient
volumes

¢ Intensivist provides majority ICU care
e EPIC EMR 2018

e Competitive salary package and benefits including sign
on bonus and student loan repayment

¢ Self Regional, a nine-time Gallup Great Workplace
Award recipient (2008-2016)

About Greenwood, S.C.:

Just an hour from Columbia and Greenville, Greenwood,
or as it is called the “Emerald City,” offers a temperate
climate, year-round golf and recreation and lakeside living
at pristine Lake Greenwood. It is also home to the S.C.
Festival of Flowers, a celebration of flora that features
larger-than-life size topiaries during the month of June.
Email: tcamp@selfregional.org

shm

AN
\N!U Langone

MEDICAL CENTER

New York University School of Medicine
Department of Medicine: Director of Hospital Medicine

Location: New York, NY

Closes: October 31,2017
at 11:59 PM Eastern Time (GMT.4 hours)

Creighton

UNIVERSITY

Infectious Diseases Critical Care

Creighton is developing a stand-alone one-year Critical
Care fellowship. Combining our Infectious Diseases
fellowship with a subsequent Critical Care fellowship
might be very attractive if you are considering a career
in Infectious Diseases Critical Care.

Our ID fellowship in Omaha offers a collegial learning
environment and the high quality of living in the
Midwest. Our fellows’ experiences include clinics
(continuity, HIV, travel), inpatient rotations (including
compromised host), antimicrobial stewardship,
hospital epidemiology, research, quality improvement,
telemedicine, and teaching. Program has 30 years of
accreditation. Former fellows’ careers include private
practice, academia, public health, and ID Critical Care.

Applicants must have completed an ACGME-
accredited IM residency before start date (7/1/18). We
require a J-1 visa for international applicants. Apply
with ERAS through medical specialties Match. Contact
MichelleConnors@creighton.edu for details.

NYU Langone is one of the nation’s premier academic medical centers. Our trifold mission to
serve, teach, and discover is achieved daily through an integrated academic culture devoted
to excellence in patient care, education, and research.

At NYU Langone’s Tisch Hospital, a 725 bed tertiary care facility, our patients come from around
New York City and around the world. We take every measure to ensure that patients and their
families are comfortable, as well as confident in the fact that our experts use ateam approach
to deliver the most advanced care possible.

The NYU Hospitalist Program applies inpatient medical expertise to care for hospitalized
patients and to advance academic hospital medicine. Reporting to the Chief of Medicine
at Tisch Hospital and the Director of the Division of General Internal Medicine and Clinical
Innovation, the Director will be responsible for the management of the team of hospitalists
and the broad array of interdepartmental collaborations.

QUALIFICATIONS

Ideal Candidate:

» Will model outstanding clinical care and teaching

» Has demonstrated significant leadership skills

» Participates in national professional societies and can mentor junior faculty

» Demonstrates Scholarship in Quality Improvement, Patient Safety, Value Based
Management and High Reliability Organizations.

Minimum Qualifications include ABIM or Subspecialty Certification and at least 5 years of
hospital medicine experience in an academic medical center. Strong clinical and communication
skills are essential. Significant experience in operational management as well as medical
education is critical.

NYU Langone Medical Center is an equal opportunity and affirmative action employer
committed to diversity and inclusion in all aspects of recruiting and employment. All qualified
individuals are encouraged to apply and will receive consideration without regard to race,
color, gender, gender identity or expression, sex, sexual orientation, transgender status,
gender dysphoria, national origin, age, religion, disability, military and veteran status, marital
or parental status, citizenship status, genetic information or any other factor which cannot
lawfully be used as a basis for an employment decision.

APPLICATION INSTRUCTIONS

Please note that applications will be kept confidential. Log into Interfolio to apply or if you don't
have an account please create one below.

Application materials may be submitted beginning July 24, 2017.
Prepare your application materials now by logging in (https://account.interfolio.com/login) to Interfolio,
or if you don’t have an account, create one now (https://apply.interfolio.com/43245)

For help signing up, accessing your account, or submitting your application

please check out our help and support (http://product.help.interfolio.com/)
section or get in touch via email at help@interfolio.com or phone at (877) 997.8807.

Physicidans, you're just one click away from your next job
with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts
+ Save your jobs

* Quickly search for jolbbs on your smartphone — works seamlessly!

Find your next job today.
Visit www.shmcareers.org

Create a candidate profile and get matched to your ideal job N

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

Heather Gonroski ® 973-290-8259 « hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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‘@'f!'a’ Maine NOCTURNIST and Staff Opportunities
bMedlcal Center Earn More, Work Less, Enjoy Work-Life Balance

Central Maine Medical Center

Culture of Caring:

Central Maine Medical Center has served the people of Maine for more than 125 years. We are a 250 bed tertiary care facility
that attracts regional referrals and offers a comprehensive array of the highest level healthcare services to approximately 400,000
people in central and western Maine. Our experienced and collegial hospitalist group cares for over half of the inpatient
population and is proud of our high retention rate and professionalism.

The Opportunity:
Nocturnist and staff positions: We are secking BC/BE IM or FM physicians to work in a team environment with NP and
PA providers.

Nocturnists are supported by physician and NP/PA swing shift staff, full-time hours are
reduced and compensation is highly incented. We also offer:

* The opportunity to expand your professional interests in areas such as our nationally
recognized Palliative Care team and award-winning Quality Improvement initiatives.

* Encouragement of innovation and career growth at all stages starting with mentoring for
early hospitalists, and progressing to leadership training and opportunities.

* The only Hospital Medicine Fellowship in northern New England with active roles in
fellow, resident and medical student education.

What we can do for you:
Welcome you to a motivated, highly engaged, outstanding group that offers a competitive compensation package with moving
expense reimbursement, student loan assistance and generous sign-on bonus.

We also value your time outside of work, to enjoy the abundance of outdoor and cultural opportunities that are found in our
family-friendly state. Check out our website: www.cmmec.org. And, for more information, contact Gina Mallozzi, CMMC
Medical Staff Recruitment at MallozGi@cmhc.org; 800/445-7431 or 207/344-0696 (fax).

TEAMHealth.

Join our team in Nevada.

We are seeking qualified Internal Medicine and
Family Medicine trained physicians to help grow
our Sunrise Hospital and Medical Center
program in Las Vegas. Sunrise Hospital and
Medical Center is the largest tertiary Hospital in
the state of Nevada, and is located in the heart of
this thriving city. Our practice offers Hospitalists

a supportive and rewarding inpatient practice
environment. Program offers outstanding specialty
support along with a “Team” like approach with
the Emergency Room. Practice enjoys the
benefits of designated rounding and admitting
function clinicians along with Physician Assistant
and Nurse Practitioner support. This position
offers paid malpractice insurance and productivity
and quality bonus. You'll also enjoy a competitive
base salary, health, dental, vision and disability
benefits, plus a 401K

To learn more about these and other
opportunities, contact Sylvia Congleton at
855.762.1651 or physicianjobs@teamhealth.
com, or visit www.teamhealth.com/join.

““ CEP America is trustworthy,
transparent, and has great
physician leaders. This is our
practice, and we get involved.”

THIS IS

YOUR
PRACTICE

Amina Martel, MD

HOSPITAL MEDICINE PARTNER

INTERESTED IN TRAVEL?
Check out our Reserves Program.

CEP America currently has hospitalist, intensivist,
and skilled nursing practices in California, Illinois,
New Jersey, Oregon, and Washington, some with

?
sign-on bonuses up to $100,000. LOOKING TOWARD MANAGEMENT?

Apply for our Administrative Fellowship.
And we sponsor Visa candidates!

CALIFORNIA ILLINOIS

- Fresno - San Jose - Alton to see a full list of our hospitalist
* Modesto - San Mateo - Belleville and leadership opportunities.

* Redding + San Francisco

- Sacramento * Walnut Creek

- San Diego CE P
Am

NEW JERSEY OREGON WASHINGTON -
crica.

+ Passaic * Roseburg - Edmonds

Explore the New SHM Career Center

Now with expanded capabilities, including:

* Full mobile-optimization

+ Validated physician profile — we've verified our candidates’ data

+ Contact information for MDs who view as well as apply fo your jobs

* Individual, customized landing pages for your job

(available as an upgrade)
www.shmcareers.org

N

And much more!
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29 Mercy Medical Grou

A Service of Dignity Health Medical Foundation

greatness

At Mercy Medical Group, a service of Dignity Health Medical
Foundation, we lead by example. By always striving to give our
personal best—and encouraging our patients and colleagues to

do the same—we're able to achieve and do more than we ever
imagined. If you're ready to inspire greatness in yourself and others,
join us today.

- Sacramento, CA

Full-time and part-time openings are available, as are opportunities

for Nocturnists. At our large multi-specialty practice with approximately
400 providers, we strive to offer our patients a full scope of healthcare
services throughout the Sacramento area. Our award-winning
Hospitalist program has around 70 providers and currently serves

4 major hospitals in the area.

Sacramento offers a wide variety of activities to enjoy, including fine
dining, shopping, biking, boating, river rafting, skiing and cultural events.

Our physicians utilize leading edge technology, including EMR, and
enjoy a comprehensive, excellent compensation and benefits package
imya,collegial, supportive environment.

For more information, please contact: Physician Recruitment
Phone: 888-599-7787 | Email: providers@dignityhealth.org
www.mymercymedgroup.org

www.dignityhealth.org/physician-careers
These are not J1 opportunities.




Make your next smart move. Visit www.shmcareercenter.org shm

Career Center

Portland, Oregon and Southwest Washington

Hospitalists Opportunities

At Legacy Health, our mission is doing what's best for our patients, our people, our community
and our world. We aim to improve the health of everyone we care for—to create a legacy that LEGACY

HEALTH

truly lives on.

Ours is a legacy of health and community. Of respect and responsibility. Of quality and innovation.

Join our team and create your own legacy.

Located in the beautiful Pacific Northwest, Legacy Health is currently seeking experienced Hospitalists to join our
dynamic and well established yet expanding Hospitalist Program. Enjoy competitive compensation plans, unique
staffing and flexible scheduling with easy access to a wide variety of specialists. We have a well-established GME
department and internal medicine residency program and we are also seeking experienced clinician educators.
Beaufort Memorial Hospital
Beaufort, SC

Call Today for Details Successful candidates will have the following

800-309-2632 education and experience:
M Graduate of four-year U.S. Medical School or M Board Certified or eligible in IM
equivalent orFP
M Residency completed in IM or FP M Clinical experience in IM or FP

Legacy Physicians enjoy benefits such as:

M Competitive compensation package M Full benefits package
M Hire on Bonus M Teaching opportunities
M Relocation allowance M And many more

The spectacular Columbia River Gorge and majestic Cascade Mountains surround Portland. The beau-
tiful ocean beaches of the northwest and fantastic skiing at Mt. Hood are within a 90-minute drive. The
temperate four-season climate, spectacular views and abundance of cultural and outdoor activities,

I I The ¢ .
S]m Osplta St along with five-star restaurants, sporting attractions, and outstanding schools, make the Pacific North-

west an ideal place to live.

As a nationally known and respected health care provider, Legacy Health offers an outstanding work

To advertise in The Hospitalist or environment, competitive salary and comprehensive benefits. Learn more about us and apply on our

h lof H italist Medici website at www.legacyhealth.org. For additional information please contact Forrest Brown at
the Journal of Hospitalist Medicine (503) 415-5982 or toll free, (866) 888-4428. Email: FoBrown@lhs.org. AA/EOE/VETS/Disabled
Contact:

Heather Gonroski « 973.290.8259
hgonroski@frontlinemedcom.com
or
Linda Wilson « 973.290.8243
Iwilson@frontlinemedcom.com

Physicidans, you're just one click away from your next job
with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts
+ Save your jobs Find your next job today.

- Quickly search for jobs on your smartphone — works seamlessly! Visit www.shmcareers.org

Create a candidate profile and get matched to your ideal job N

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

Heather Gonroski ® 973-290-8259 « hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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The Ohio State University
Wexner Medical Center

Join a Leader in Hospital Medicine

As one of the nation’s largest academic hospitalist programs, we offer a

variety of teaching and non-teaching inpatient and consultative services.

OSUWMC Division of Hospital Medicine is dedicated to the health and well-being
of our patients, team members, and the OSUWMC community. We are currently
seeking exceptional individuals to join our highly regarded team. We focus on
improving the lives of our patients and faculty by providing personalized, patient-
centered, evidence-based medical care of the highest quality. Our clinical practice
meets rigorous standards of scholarship, and we are devoted to serving as expert
educators and mentors to the next generation of physicians.

Preferred candidates are BC/BE in Internal Medicine or Internal Medicine-
Pediatrics, have work experience or residency training at an academic medical
center, and possess excellent inpatient, teamwork, and clinical skills.

We are an Equal Opportunity/Affirmative Action Employer, Qualified women, minorities, Vietnam-era and disabled
Veterans, and individuals with disabilities are encouraged to apply. This is not a J-1 opportunity.

Practice Locations:

e University Hospital ® University Hospital East

e James Cancer Hospital & Solove Research Institute
e Richard M. Ross Heart Hospital

® Dodd Rehabilitation Hospital

® OSU Harding Hospital

e Nationwide Children’s Hospital (Med-Peds)

Hospitalists

We are interviewing competitive applicants!

Forward your letter of interest and CV:
Natasha Durham, DASPR
http://go.osu.edu/hospitalmedicine
hospitalmedicine@osumc.edu
614/366-2360

Our faculty enjoy:

Manageable clinical workload
Flexible scheduling options
Competitive salary & bonus
Comprehensive benefit package

Faculty appointment commensurate with
experience

Research & teaching opportunities

Ongoing education and development
programs

® Occurrence-based malpractice

® Relocation allowance

THE OHIO STATE
UNIVERSITY

WEXNER MEDICAL CENTER

PHILADELPHIA REGION

Permanent Hospitalist
Jobs and Locum tenens

Tri County Hospitalists

Board Certified/Eligible
Internal and Family Medicine
Daytime/Nocturnists

Highlights:
« Full time or Part time
» Day or Night shifts
» Flexible Scheduling
» Work with a health system rated top 100 in the nation
« Teaching opportunities with
» Residents, NP/PA students
» Emphasis on patient experience, quality, and safety
* Average encounter number of 14/day
» Potential for career advancement in administrative,
quality or educational
**Must be Board Certified/Eligible in
Internal or Family Medicine.

Contact: Courtney Foster
Phone: 609 605 2061
E-mail: tricountyhospitalists@gmail.com

Minnesota and Wisconsin

and outdoor recreation.

convenient connections to metro area support.

respected healthcare organization.

Fake at 800-472-4695, x1. EOE
Site(s) may be eligible for J-1 visa waivers.

* Our scheduling system offers flexibility, allowing for travel, CME and a good work/life balance.
= We offer a generous, competitive compensation and benefits package and an exciting practice within a prestigious,

‘0’ HealthPartners'

Apply online at healthpartners.com/careers or email your CV, cover
letter and references directly to lori.m.fake@healthpartners.com.
For more details, contact: Department Chair Jerome Siy, M.D., SFHM or Lori

Be part of something bigger at HealthPartners, where we focus on health as it could be, affordability as it must be, and relationships
built on trust. HealthPartners Medical Group (HPMG) is a large, nationally recognized multi-specialty physician practice, based at
clinics and hospitals throughout metropolitan Minneapolis/St. Paul, central Minnesota and western Wisconsin.

Our Hospital Medicine Department is seeking BC/BE IM or FM physicians to work in our high-functioning, multi-disciplinary team
environment. Whether you seek an urban, suburban, semi-rural or rural community practice, HPMG has a variety of opportunities
within thriving family-oriented communities with top school systems, healthy economies, sports and theatre and bountiful lakes

= Regions Hospital is our tertiary hospital and regional referral center in St. Paul. We are a major teaching affiliate for the
University of Minnesota with a dedicated Hospital Medicine Pathway in our residency program.

= We are nocturnist-supported and have additional nocturnist opportunities available with pay differentials.
* We have a strong Advanced Practice Provider (APP) team and a dedicated APP fellowship training program.

*  We have ample opportunities to expand your professional interests in palliative care, community hospital medicine, surgical
co-management, telemedicine, research, quality improvement and medical education.

* Our hospital locations in western Wisconsin's beautiful St. Croix River Valley offer community-based practices with

healthpartners.com

Physician-Led Medicine in Montana
Internal Medicine/Family Medicine

Hospitalist
| —-—

Billings Clinic

Seeking BE/BC Hospitalists to
join our group in Montana’s
premier, state-of-the-art medical
center, which serves as the
region’s tertiary referral center.
Our seasoned team values work-
life balance and collegiality.

Billings Clinic is nationally
recognized for clinical
excellence and is a proud
member of the Mayo Clinic
Care Network. Located in
Billings, Montana - this
friendly college community
is a great place to raise a
family near the majestic
Rocky Mountains.

Exciting outdoor recreation
close to home. 300 days

« Extremely flexible scheduling

+ Generous salary with
yearly bonus

+ Signing bonus
« Student loan repayment
+No procedures required

«“America’s Best
Town of 2016” Magazine

of sunshine!
Contact: Rochelle Woods » F
1-888-554-5922 #4 Hogpital
physicianrecruiter@ <& In Montana
billingsclinic.org
) =\

billingsclinic.com

Expand your reach

with an ad in the Journal of Hospital Medicine,
SHM'’s clinical content journal

For rates or to place an ad, contact:
Heather Gonroski « 973-290-8259 « hgonroski@frontlinemedcom.com

OR

Linda Wilson « 973-290-8243 - |wilson@frontlinemedcom.com

Ask about our combination discount when advertising in both JHM and The Hospitalist.

|

To learn more, visit www.the-hospitalist.org and click "Advertise”
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‘Bring your family to the
beach and call it Home!
Hospitalist Opportunity

Ready for a new lifestyle at the beach? Plant your roots in
our sand! Beebe Healthcare is a progressive, not-for-
profit community health system with a 210-bed hospital
and a planned multi-million expansion, and numerous
satellite facilities throughout southern coastal Delaware.

m Hospitalist, BC/BE, experience a plus m 7 shifts/2 week pay period m Employed within
multi-specialty hospital network m Competitive salary with generous benefits package
m Long established Hospitalist program with solid team m Beebe recognized repeatedly
with national awards, high quality and patient satisfaction

Close to Baltimore, DC, Philly, NYC. Family-oriented Southern Delaware Beach Resort ranks among
Top 10 Beaches/Boardwalks by Parents Magazine, National Geographic, Travel and Leisure, and
American Profiles Magazine. Abundant recreational opportunities, from water sports to fine dining!

Visit beebehealthcare.org to view additional physician opportunities.

424 Savannah Rd. | Lewes, DE 19958 | www.beebehealthcare.org

Email introductory cover letter and CV to Marilyn Hill, BeEbe
Director of Physician Services, mhill@beebehealthcare.org.

Not a visa opportunity. Beebe is non-smoking and fragrance-free.

—shm
Career Center
Find your
next job today!

visit WWW.SHMCAREERS.ORG

Physicidans, you're just one click away from your next job
with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts
+ Save your jobs
* Quickly search for jolbs on your smartphone — works seamlessly!

Create a candidate profile and get matched to your ideal job

Find your next job today.
Visit www.shmcareers.org

N

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

Heather Gonroski ® 973-290-8259 « hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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Make your next smart move. Visit www.shmcareercenter.org

ROCHESTER

Robert McCann MD
Robert_McCann@urmec.rochester.edu

Division Chief ~
Hospital Medicine Division

The Department of Medicine at the University of Rochester—Strong Memorial Hospital is
currently seeking a new Division Chief for our Hospital Medicine Division. This Division comprises 35
full and part-time faculty members who not only assist with the care of a large inpatient medical service
but also play a key role in the department’s educational programs. This position reports directly to the
Chairman of the Department of Medicine. Ideal candidates will have leadership experience, excellent
interpersonal skills, expertise in quality improvement and a strong interest in medical education.
The Hospital Medicine Division is noted for providing high quality education to a broad array of
learners including outstanding residents in our Internal Medicine and Medicine-Pediatrics residency
programs. Several members of the division have been recognized at the national level for their academic
educational contributions and scholarship. The University of Rochester Medical Center is the premier
academic health center in upstate New York. Visit our web site to learn more about our innovative
Department and our regional health system. Appropriate candidates must possess an MD or DO or
foreign equivalent; be Board Certified in Internal Medicine; and meet NY state licensing requirements.
Applicants should have achieved an academic rank of Associate Professor or higher; possess excellent
communication and organizational skills and a strong work ethic.

Please forward a letter of interest along with a copy of your curriculum vitae to:

EOE Minorities/Females/Protected Veterans/Disabled

Bassett Healthcare Network
A.O. Fox Hospital

HOSPITALIST

A.O. Fox Memorial Hospital, an acute care community
hospital and affiliate of the Bassett Healthcare Network, is
seeking a BC/BE Hospitalist to serve our patient population
in Oneonta, NY.

This Hospitalist position will consist of a 7 on 7 off schedule
with the option for other flexible scheduling. The unit
consists of 53 bed med/surg beds. Subspecialty Services are
available in Cardiology, Cancer Care and Orthopedics. A
fully integrated EMR system is in place.

Nestled in the foothills of the Catskill Mountains, the
City of Oneonta offers diversity, stability and beauty.
Oneonta is home to two colleges, State University of New
York at Oneonta and Hartwick College, a private liberal
arts college. The area also boasts many cultural and four
season recreational advantages including theater, music,
museums, golf, sailing, hiking, and skiing.

EOE

For confidential consideration, please contact:
Debra Ferrari, Manager, Medical Staff Recruitment
Bassett Healthcare Network
phone: 607-547-6982; fax: 607-547-3651 or email:
debra.ferrari@bassett.org
or for more information visit our web-site at
www.bassett.org

LIVE
WoRKk.
PLAY

Health First Medical Group, Central Coastal Florida's only fully
integrated health system, is a mission driven organization
aiming to create the ultimate whole person health care
experience. We are actively seeking a Lead Hospitalist. Here are
a few details:

* Monday - Friday, 8am - 5pm opportunity (no call)

e BC in IM (ABIM) or BC in FM (ABFM) with
hospitalist experience

® 80% clinical time and 20% protected administrative time
and only 8-12 patients and 1-3 admissions/day

© The ideal candidate will have 10 years of clinical experience,
including a 3+ year clinical leadership/administrative
background

Our largest facility has 514 beds and is a premier tertiary
referral hospital, while our community facilities include 152-bed,
150-bed and 100-bed hospitals. We are also home to the only
state-accredited Level Il trauma center in Brevard and Indian
River Counties.

LEAD
HOSPITALIST

Welcome Bonus &
Relocation Allowance!

Central Coastal Florida

At Health First Medical Group, we provide our patients with
outstanding services and state-of-the-art care provided by
internists and supported by a wide array of specialists. All service
lines are represented with the exception of transplant surgery.

When you join our team, you can expect a very competitive base
salary plus bonus plan, full benefits offered to the physician and
family, CME, retirement benefits, sign-on bonus, relocation
allowance and much more.

Our location is just a few miles from beautiful beaches, close to
major airports, shopping and all Florida attractions. Brevard
County is known for excellent public and private schools along
with great housing locations/options.

To learn more about our opportunity, please email your CV to
HFMG Senior Provider Recruiter,
Mary.Weerts@Health-First.org

or call 321-725-4500, ext 7607 Healtb

Mary Weerts, at:
to discuss the details. irst

www.health-first.org

Now you have more digital options
available for your recruifing E

- The country’s largest, 100%-validated U.S. physician database—

the only one that's BPA audited

+ Candidates who are guaranteed to be licensed,

practicing U.S. physicians

* Banner and native ads in the SHM member e-newsletter

+ Customized searches to match your job to the

exact physician profiles you want

To learn more, visit www.the-hospitalist.org and click *“Advertise“or contact

W

Self Medical Group

Hospitalist

Based in Greenwood, SC, Self Medical Group is multi-
practice, multi-specialty group is seeking a BE/BC
Hospitalist for an expanding practice. Self Regional
Healthcare is a 300 bed non-for-profit, DNV accredited
facility providing a wide range of specialty services to our
surrounding communities.

e Work a 7on/7off, 12 hour schedule with no call.

* Excellent work-life balance with comfortable patient
volumes

* Intensivist provides majority ICU care
* EPIC EMR 2018

e Competitive salary package and benefits including sign
on bonus and student loan repayment

e Self Regional, a nine-time Gallup Great Workplace
Award recipient (2008-2016)

About Greenwood, S.C.:

Just an hour from Columbia and Greenville, Greenwood,
or as it is called the “Emerald City,” offers a temperate
climate, year-round golf and recreation and lakeside living
at pristine Lake Greenwood. It is also home to the S.C.
Festival of Flowers, a celebration of flora that features
larger-than-life size topiaries during the month of June.
Email: tcamp@selfregional.org

Heather Gonroski  973-290-8259  hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e« |wilson@frontlinemedcom.com
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HOSPITALISTS & NOCTURNISTS

Johnston Memorial Hospital, located in Historic Abingdon, Virginia,
is currently seeking Full Time BE/BC, Day Shift Hospitalists &
Nocturnists to join their team. These are Full Time positions with the
following incentives:

e Hospital Employed (earning potential up to $300k per year)
e Day Shift (7 days on -7 days off) (7am - 7pm)
e Nocturnist (7 days on - 7 days off) (7pm - 7am)

e Competitive Annual Salary

® Performance Bonus & Production Bonus

e Excellent Benefits

® Generous Sign On Bonus

® Relocation and Educational Loan Assistance

® Teaching and Faculty opportunities with the JMH FM/IM Residency
Training Programs

e Critical Care Physician Coverage in CCU/PCU

Take a career step in the right direction.

Please view our online job tour:
www.mshajobtour.com/jmh

Please Contact:
Tina McLaughlin, CMSR, Johnston Memorial Hospital
Office (276) 258-4580, mclaughlint@msha.com

Hospitalist or Nocturnist

#OWNIt

US Acute Care Solutions is the largest

Montgomery County, PA

Now is a great time to join Einstein Physicians, part of physician-owned group in the country. As HM

Einstein Healthcare Network! We are a patient-centric and
physician-led multispecialty practice of more than 500
physicians with a very broad scope of services and striving
to be the premier practice in Philadelphia. We are offering
the opportunity for you to become part of our team and build
a successful, meaningful career alongside an extraordinary
group of physicians and staff.

Einstein Medical Center Montgomery (EMCM) seeks
candidates for Hospitalist and Nocturnist positions. EMCM is
located on 87 acres along Germantown Pike in East
Norrition, PA, and was built from the ground up around
patient comfort, safety and the demands of evolving medical
technology.

Candidates must be physicians who are board-certified/
board-eligible in Internal Medicine and who wish to join our
practice on a full-time basis. We offer H-1B/Green Card
sponsorship if requested, and some of our practices qualify
for J-1 waivers.

If you are a dedicated, energetic and ambitious Hospitalist,

learn more by sending your CV to hannanki@einstein.edu
or by calling Kimberly Hannan at
(267) 421-7435.

E Einstein

Visit usacs.com/HMjobs

or call us at 1-844-863-6797. integratedacutecare@usacs.com

and EM physicians, we are united in our mission
to provide the best care for patients and our
passion for living life to its fullest. We keep
leadership in the hands of physicians by making
every full-time physician in our group an owner.
The result? Patients get the best care and we
get to enjoy groundbreaking benefits we've
designed-like our outstanding parental leave
policy for families. Find out how you can have

it all at US Acute Care Solutions.

e US Acute Care
Solutions

Physicians, you're just one click away from your next job

with the new SHM Career Center

You've never had a more powerful ally in making your next career move.
The new SHM Career Center is designed for busy doctors. Now you can:

+ Create job alerts
+ Save your jobs

* Quickly search for jobs on your smartphone — works seamlessly!
Create a candidate profile and get matched to your ideal job

To learn more, visit www.the-hospitalist.org and click *Advertise”or contact

Find your next job today.

N

Visit www.shmcareers.org

Heather Gonroski ® 973-290-8259  hgonroski@frontlinemedcom.com or Linda Wilson ¢ 973-290-8243 e Iwilson@frontlinemedcom.com
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HOSPITALIST

The Division of Internal Medicine at Penn State Hershey Medical Center, The Pennsylvania State University College of Medicine, is
accepting applications for HOSPITALIST positions. Successful candidates will hold a faculty appointment to Penn State College of
Medicine and will be responsible for the care in patients at Penn State Hershey Medical Center. Individuals should have experience
in hospital medicine and be comfortable managing patients in a sub- acute care setting. Hospitalists will be part of the post-acute
care program and will work in collaboration with advanced practice clinicians, residents, and staff. In addition, the candidate will
supervise physicians-in-training, both graduate and undergraduate level, as well as participate in other educational initiatives. The
candidate will be encouraged to develop quality improvement projects in transitions of care and other scholarly pursuits around caring
for this population. This opportunity has potential for growth into a leadership role as a medical director and/or other leadership
roles.

Competitive salary and benefits among highly qualified, friendly colleagues foster networking opportunities. Relocation assistance,
CME funds, Penn State University tuition discount for employees and dependents, LTD and Life insurance, and so much more!

Known for home of the Hershey chocolate bar, Hershey, PA is rich in history and offers a diverse culture. Our local neighborhoods
boast a reasonable cost of living whether you prefer a more suburban setting or thriving city rich in theater, arts, and culture. Hershey,
PA is home to the Hershey Bears hockey team and close to
the Harrisburg Senators baseball team. The Susquehanna
River, various ski slopes and the Appalachian Trail are in our
backyard, offering many outdoor activities for all seasons.

Successful candidates require the following:
* Medical degree - M.D., D.O. or foreign equivalent
» Completion of an accredited Internal Medicine Residency program
« Eligibility to acquire a license to practice in the Commonwealth of Pennsylvania
* Board eligible/certified in Internal Medicine
*No J1 visa waiver sponsorships available

For further consideration, please send your CV to:
Brian McGillen, MD — Director, Hospital Medicine
Penn State Milton S. Hershey Medical Center
/o Heather Peffley, PHR FASPR — Physician Recruiter
hpeffley@hmc.psu.edu

The Penn State Milton S. Hershey cal Center is committed to affirmative
action, equal opportunity and the diversity of its workforce. Equal Opportunity
Employer — Minorities/Women/Protected Veterans/Disabled.

TEAMHealth.

Exceptional Ohio
Hospitalist Opportunity

TeamHealth is actively interviewing potential colleagues as we finalize our
permanent group of providers just one hour from Columbus, Ohio. Our
team is made up of Internists, Family Physicians, Nurse Practitioners and
Physician Assistants.

We welcome the opportunity to share more information with you and
learn what you seek in a position. Please email or call me if you or
someone you know may have interest in joining a great group.

e Compensation: Base Salary + Productivity and Quality incentives

for total earnings of over 300K +/-

14 — 15 shifts/mo with flexible scheduling

You will be part of a 20 member group

NO ICU or procedures

Nocturnist coverage

EPIC EMR

Nurse Coordinators that help organize your patient encounters

and schedule

e Actively engaged administration who fully involve our team in process
development and quality initiatives

e Comprehensive benefits include: Company paid Malpractice
(including tail), Health, Dental, Vision, Short-term & Long-term
Disability, 401K, SERP, CME time & Allotment and Concierge Service

e Largest health care provider in six county region of southeastern
OH with excellent sub-specialty support

e Beautiful hospital campus

e Just an hour from Columbus: Easy access to New Albany and
Dublin. Take advantage of all Columbus has to offer while enjoying
a higher income and lower cost of living.

To learn more about these and other opportunities,
contact Kim Gary at 844.862.7770 or Kim_Gary@teamhealth.com,
or visit www.teamhealth.com/join.

S
Career Cente

Find your
next job today!

visit WWW.SHMCAREERS.ORG

Hospital Medicine Faculty Positions

The Section of Hospital Medicine at Vanderbilt University
seeks talented BC/BE Internal Medicine physicians to join
the full time faculty at the level of Assistant, Associate, or full
Professor, on a clinical, academic, or research track.

Clinical positions, including daytime, nocturnist, extensivist
or mixed roles, are available for well-trained physicians
who wish to focus on direct patient care and medical
consultation. We offer flexible scheduling, access to top
specialists, and opportunities to engage in teaching, quality
improvement, and scholarship. An academic clinician-
educator track position is 80% clinical, with additional
responsibilities in teaching, scholarship, quality improvement,
and administration for qualified candidates. A physician-
scientist track provides 80% time for research in collaboration
with established investigators in health services research,
quality improvement, patient safety, behavioral sciences, and
biomedical informatics.

Vanderbilt University Medical Center is a leader in providing
high-quality, cost-effective care. With robust programs
in quality improvement and clinical research, a highly-
developed electronic health record, Magnet Recognition for
nursing care, competitive salaries and benefits, and a highly
supportive environment for faculty, Vanderbilt is a great place
to work. With a booming economy and friendly environment,
Nashville, TN is a top place to live.

Please electronically submit a letter of interest and CV to:

anne.n.axon@vanderbilt.edu

Looking to fill an open position?

to advertise in the Hospitalist or
the Journal of Hospiftal Medicine, contact:

Heather Gonroski * 973-290-8259 ¢ hgonroski@frontinemnedcom.com

OR

Linda Wilson « 973-290-8243 - Iwilson@frontlinemedcom.com

To learn more, visit www.the-hospitalist.org and click "Advertise”
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B ON THE HORIZON | By Win Whitcomb, MD, MHM

Hospital Value-Based Purchasing
IS largely ineffective

How should hospitalist pay for performance change as a result?

Dr. Whitcomb is chief
medical officer at Remedy
Partners in Darien, Conn.,
and cofounder and past
president of the Society of
Hospital Medicine. Contact
him at wfwhit@comcast.
net.

ver the last 5 years, I've periodically
Odevotcd this column to providing

updates to the Hospital Value-Based
Purchasing program. HVBP launched in
2013 as a 5-year mixed upside/downside
incentive program with mandatory partic-
ipation for all U.S. acute care hospitals
(critical access, acute inpatient rehabilita-
tion, and long-term acute care hospitals are
exempt). The program initially included
process and patient experience measures.
It later added measures for mortality, effi-
ciency, and patient safety.

For the 2017 version of HVBP, the
measures are allocated as follows: eight
for patient experience, seven for patient
safety (1 of which isa roll up of 11 claims-
based measures), three for process, and
three for mortality. HVBP uses a budget-
neutral funding approach with some
winners and some losers but overall net
zero spending on the program. It initially
put hospitals at risk for 1% of their Medi-
care inpatient payments (in 2013), with
a progressive increase to 2% by this year.
HVBP has used a complex approach to
determining incentives and penalties,
rewarding either improvement or achieve-
ment, depending on the baseline perfor-
mance of the hospital.

When HVBP was rolled out, it seemed
like a big deal. Hospitals devoted resources
to it. I contended that hospitalists should
pay attention to its measures and work
with their hospital quality department to
promote high performance in the relevant
measure domains. I emphasized that the
program was good for hospitalists because
it put dollars behind the quality improve-
ment projects we had been working on for
some time — projects to improve Hospi-
tal Consumer Assessment of Healthcare
Providers and Systems scores; lower mortal-
ity; improve heart failure, heart attack, or
pneumonia processes; and decrease hospi-
tal-acquired infections. For some perspec-
tive on dollars at stake, by this year, a
700-bed hospital has about $3.4 million at
risk in the program, and a 90-bed hospital
has roughly $250,000 at risk.

Has HVBP improved quality? Two stud-
ies looking at the early period of HVBP
failed to show improvements in process or
patient experience measures and demon-
strated no change in mortality for heart
failure, pneumonia, or heart attack.!> Now
that the program is in its 5th and final year,
thanks to a recent study by Ryan et al., we
have an idea if HVBP is associated with
longer-term improvements in quality.’

In the study, Ryan etal. compared hospi-
tals participating in HVBP with critical
access hospitals, which are exempt from

the program. The study yielded some

disappointing, if not surprising, results.
Improvements in process and patient expe-
rience measures for HVBP hospitals were
no greater than those for the control group.
HVBP was not associated with a significant
reduction in mortality for heart failure or
heart attack, but was associated with a
mortality reduction for pneumonia. In sum,
HVBP was not associated with improve-
ments in process or patient experience, and
was not associated with lower mortality,
except in pneumonia.

As a program designed to incentivize
better quality, where did HVBP go wrong?
I believe HVBP simply had too many
measures for the cognitive bandwidth of
an individual or a team looking to improve
quality. The total measure count for 2017
is 21! I submit that a hospitalist working
to improve quality can keep top-of-mind
one or two measures, possibly three at
most. While others have postulated that
the amount of money at risk is too small, I

utilization, use of a certified electronic
health record (hospitalists are exempt as
they already use the hospital’s EHR), and
practice improvement activities.

It would be wise to learn from the short-
comings of HVBP. Namely, if MACRA
keeps on its course to incentivize physi-
cians using a complicated formula based
on four domains and many more subdo-
mains, it will repeat the mistakes of HVBP
and — while creating more administrative
burden — likely improve quality very little,
if at all. Instead, MACRA should delineate
a simple measure set representing improve-
ment activities that physicians and teams
can incorporate into their regular work
flow without more time taken away from
patient care.

The reality is that complicated pay-
for-performance programs divert limited
available resources away from meaningful
improvement activities in order to comply
with onerous reporting requirements. As

As a program designed to incentivize better quality, where

did HVBP go wrong? | believe HVBP simply had too many

measures for the cognitive bandwidth of an individual

or a team looking to improve quality. The total measure

count for 2017 is 21! | submit that a hospitalist working

to improve quality can keep top-of-mind one or two

measures, possibly three at most.

don’t think that’s the problem. Instead, my
sense is that hospitalists and other members
of the hospital team have quality improve-
ment in their DNA and, regardless of the
size of the financial incentives, will work
to improve it as long as they have the right
tools. Chief among these are good perfor-
mance data and the time to focus on a finite
number of projects.

What lessons can inform better design
in the future? As of January 2017, the
Medicare Access and CHIP Reauthoriza-
tion Act of 2015 (MACRA) — represent-
ing the biggest change in reimbursement
in a generation — progressively exposes
doctors and other professionals to upside/
downside incentives for quality, resource

we gain a more nuanced understanding of
how these programs work, policy makers
should pay attention to the elements of
“low-value” and “high-value” incentive
<« . »

systems and apply the “less is more” ethos
of high-value care to the next generation
of pay-for-performance programs.
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B RACTICE MANAGEMENT | By John Nelson, MD, M

New hospitalist unit has stellar
patient satisfaction scores

Dr. Nelson has been
working in clinical practice
as a hospitalist since
1988. He is a cofounder
and past president of
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Medicine Consultants. He
is codirector for SHM's
practice management
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top quartile performance on the Physi-

cian Communication domain of the
Hospital Consumer Assessment of Health-
care Providers and Systems (HCAHPS)
survey. This is the story of a group that did
just that for patients on one unit of a large
hospital.

I’'m not sure how reproducible this would
be at other hospitals, or even on other units
in the same hospital, and wonder whether
performance will stay at this remarkably
high level much longer than the current
5-month track record of success. Even so,
5 months of success suggests they’re on to
something.

There is another hospitalist group at
that hospital, but 'm discussing work
done only by MedOne hospitalists, who
together with hospital personnel, devel-
oped what they call the Comprehensive
Medical Unit (CMU). Their goal was to
involve multiple disciplines and use Lean
principles to design a new approach to
care on 5-Orange, a 20-bed unit in Ohio-
Health’s Riverside Methodist Hospital in
Columbus. The CMU model went live in
October 2016.

MedOne Hospital Physicians is a
private hospitalist group of 35 physi-
cians and 12 advanced practice clinicians,
which comprise nurse practitioners (NPs)
and physician assistants (PAs), constitut-
ing 46 full-time—equivalent clinical staff-
ing. The group contracts with Riverside,
which has approximately 710 staffed beds.
MedOne also works in area skilled nurs-
ing facilities, helps a long-term acute care
and rehabilitation hospital, and provides

support to two other hospitals that are not
part of OhioHealth.

I t’s very unusual for hospitalists to achieve

Features of the model

At its core, this model is a variation of the
increasingly common combination of
geographically assigned hospitalists (who
in this case don’t have patients elsewhere in
the hospital) and multidisciplinary rounds
(that is, the physician and NP hospital-
ists make bedside rounds with a nurse and
pharmacist). But their model also incorpo-
rates a few less-common features.

Only 4 of the 35 MedOne hospitalists
are eligible to provide care on the CMU,
and each still spends a significant portion
of time in the regular hospitalist rotation
working in the rest of the hospital. These
doctors weren’t selected as the highest
performers or because they had the best
patient satisfaction track record. Instead,
five MedOne doctors volunteered to
work on the unit, and four were chosen. A
MedOne hospitalist N also works on the
unit, since any NP in the group is eligible
to work there.

This is a hospitalist-only unit; patients
who aren’t assigned to a hospitalist are not
placed on the unit. There is no deliberate
attempt to assign patients to the unit based

on how sick they are or how complicated
their cases are. All are general medicine
patients, including up to six intermedi-
ate care patients (for example, “ICU step-
down” patients requiring mask ventila-
tion). While configured for 20 patients,
the unit can accommodate as many as 24
patients and has done so numerous times.
The hospitalists (physician and nurse prac-

tals. Physician Communication scores
on the HCAHPS survey for hospitalists
on other units at this hospital are in the
bottom deciles, which is more typical for
hospitalists.

Length of stay is half a day shorter than
comparable units with similar readmission
rates, and more patients are discharged
earlier in the day. The four hospitalists who

| think the most notable outcome is the top quartile
patient satisfaction scores from the 37 patients cared
for on the unit who returned a survey, some of whom
have asked to return to the CMU if they’re hospitalized
again. Specifically, 86% of responses were “top box,”
which places the hospitalists at the 84th percentile of

performance for all hospitals.

titioner combined) have averaged 18.9 daily
encounters since the CMU opened.

Nurse staffing on the unit was reconfig-
ured to comprise bedside nurses — known
as clinical nurses — and more experienced
RNs — in the role of comprehensive
charge nurses, who attend rounds and
coordinate the patients’ hospitalizations
rather than doing bedside care. 5-Orange
has one more charge nurse than is typical
for other units in the hospital, so total
RN-to-patient staffing levels and nurse
staffing costs are higher. But the clini-
cal nurses care for the same number of
patients as do their counterparts in other
hospital units.

In order to try to discharge patients early
in the day, the NP sees only the patients
who are being discharged, while the physi-
cian makes all other visits. When possible,
I think it’s best to minimize the number
of times when a provider’s first visit with
a patient is also a discharge visit; this may
increase the risk of misunderstandings and
errors. Instead, in this model, the physician
working on the CMU will already know the
patient from the preceding days and will
be on the unit and readily accessible to the
NP all day, which might mitigate some of

these concerns.

Outcomes

I think the most notable outcome is the
top quartile patient satisfaction scores
from the 37 patients cared for on the
unit who returned a survey, some of
whom have asked to return to the CMU
if they’re hospitalized again. Specifi-
cally, 86% of responses were “top box,”
which places the hospitalists at the 84th
percentile of performance for all hospi-
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work on the unit report higher satisfaction,
in part because they get an average of only
1 page a day — compared with the typical
15-40 pages their colleagues get working
elsewhere in the hospital.

Cautions

I’m not sure why the MedOne model has
yielded such impressive patient satisfac-
tion and other results. While there are
some relatively unique features of this
model — only four hospitalists are eligi-
ble to work there and nursing roles have
been reconfigured — I wouldnt expect
these to yield such remarkable results.
So far, the hospitalists on the CMU have
roughly 5 months of data and just 37
returned patient satisfaction surveys, so
it’s possible that random variation and/or
the Hawthorne effect are playing a mean-
ingful role. It will be really informative to
see their outcomes a year or 2 from now
and to gauge how they fare if and when
they implement the same model in other
units of the hospital.

I suspect MedOne’s precise configu-
ration for staffing and roles of nurses,
NPs, and physicians is important, but
I'm guessing the most valuable thing
they implemented was the creation of a
powerful sense of teamwork and shared
purpose among those working on the
unit. The interpersonal bonding and feel-
ing of shared purpose that likely occurred
as they worked to devise and go live with
the model, as well as the tremendous satis-
faction at seeing their early results, have
probably led to terrific enthusiasm within
their team.

That enthusiasm may be the key ingredi-
ent contributing to their early success. Il





